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ABSTRACT 
 
 
Young’s Schema Theory: Exploring the Direct and Indirect Links  
 
Between Negative Childhood Experiences and Temperament to  
 
Negative Affectivity in Adulthood 
 
 
by 
 
 
Mark S. Jesinoski, Doctor of Philosophy 
 
Utah State University, 2010 
 
 
Major Professor: Renee Galliher, Ph.D.  
Department: Psychology 
 
Young’s schema theory offers a theoretical approach that relates negative 
childhood experiences, temperament, and early maladaptive schema, to the experience of 
negative affect and/or depression in adulthood. However, despite the widespread use of 
schema therapy in clinical practice, little research has explored the pathways theorized by 
Young. This study explored the pathways posited by Young and colleagues looking at the 
direct and indirect relationships among negative childhood experience, temperament, 
early maladaptive schema, and the experience of negative affect in adulthood.  
Self-report data were collected from 365 undergraduate students. Results 
demonstrated consistent and robust direct relationships between temperament and 
negative affect, as well as indirect relationships between temperament and/or NCE,  
 
iv 
schema, and the outcome of negative affect. Results, though mixed, reveal strengths of 
the schema therapy model and provide suggestions for future research.  
(119 pages) 
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THE ROAD NOT TAKEN 
Robert Frost 
 
Two roads diverged in a yellow wood,  
And sorry I could not travel both  
And be one traveler, long I stood  
And looked down one as far as I could  
To where it bent in the undergrowth;          
 
Then took the other, as just as fair,  
And having perhaps the better claim,  
Because it was grassy and wanted wear;  
Though as for that the passing there  
Had worn them really about the same,        
 
And both that morning equally lay  
In leaves no step had trodden black.  
Oh, I kept the first for another day!  
Yet knowing how way leads on to way,  
       I doubted if I should ever come back.  
 
I shall be telling this with a sigh  
Somewhere ages and ages hence:  
Two roads diverged in a wood, and I—  
I took the one less traveled by,  
And that has made all the difference 
 
 
I would like to give special recognition to Dr. Renee Galliher, who was always 
present, always supportive, and never disparaging—I would not have succeeded without 
her. I would also like to thank my committee members, Dr. Susan Crowley, Dr. Thomas 
Berry, Dr. Scott Deberard, and Dr. Kim Openshaw, for offering their time, insight, and 
vi 
patience in challenging me to see the bigger picture and deeper content of this project. 
Finally, to my mother and father for always believing in me…growing with me… 
and walking next to me on the many roads of this life. 
Mark S. Jesinoski 
 
 
 
vii 
CONTENTS 
 
 
Page 
 
ABSTRACT ...................................................................................................................  iii 
 
ACKNOWLEDGMENTS .............................................................................................  iv 
 
LIST OF TABLES .........................................................................................................  vii 
 
LIST OF FIGURES .......................................................................................................  ix 
 
CHAPTER 
 
 I. PROBLEM STATEMENT ..........................................................................  1 
 
 II. REVIEW OF THE LITERATURE .............................................................  4 
 
  Young’s Schema Theory..............................................................................  4 
  Defining Negative Childhood Experiences .................................................  13 
  Defining Temperament/Personality .............................................................  16 
  Defining Outcome Variables .......................................................................  23 
  Linking Negative Childhood Experiences to Negative Affect and 
   Depressive Symptoms in Adulthood ..................................................  28 
  Linking Temperament to Negative Affect and Depressive Symptoms 
   in Adulthood .......................................................................................  30 
  Summary: Testing a Theoretical Model ......................................................  31 
 
 III. METHOD ....................................................................................................  35 
 
  Design ..........................................................................................................  35 
  Participants ...................................................................................................  35 
  Procedure .....................................................................................................  38 
  Instrumentation ............................................................................................  39 
 
 IV. RESULTS ....................................................................................................  47 
 
  Descriptive and Preliminary Analyses .........................................................  47 
  Description of the Models Used in the Path Analysis .................................  46 
  Description of the Models Used in the SEM Procedures ............................  56 
 
 V. DISCUSSION ..............................................................................................  75 
 
viii 
Page 
 
  Overall Fit of the Models .............................................................................  76 
  Summary of Observations and Interpretations ............................................  84 
  Limitations and Implications for Future Research .......................................  84 
  Summary and Suggestions for Future Research ..........................................  86 
 
REFERENCES ..............................................................................................................  89 
 
APPENDICES ...............................................................................................................  97 
 
 Appendix A: Informed Consent.................................................................  98 
 Appendix B: PANAS ................................................................................  101 
 Appendix C: CES-D ..................................................................................  103 
 
VITA ..............................................................................................................................  105 
 
ix 
LIST OF TABLES 
 
 
Table Page 
 
 1. Unconditional and Conditional Schemas ...........................................................  7 
 
 2. Participants’ Age Frequency and Percentage ....................................................  36 
 
 3. Participants’ Race ..............................................................................................  36 
 
 4. Participants’ Gender...........................................................................................  36 
 
 5. Participants’ Year in College .............................................................................  37 
 
 6. Participants’ Relationship Status .......................................................................  37 
 
 7. Participants’ Parent’s Relationship Status .........................................................  38 
 
 8. Participants’ Religion.........................................................................................  38 
 
 9. CTQ Scales: Cronbach’s Alpha .........................................................................  40 
 
 10. NEO Scales: Cronbach’s Alpha .........................................................................  41 
 
 11. YSQ Scales: Cronbach’s Alpha .........................................................................  46 
 
 12. Descriptive Statistics for All Variables ..............................................................  48 
 
 13. Correlations Within CTQ Scales .......................................................................  49 
 
 14. Correlations Within NEO Neuroticism Scales ..................................................  49 
 
 15. Correlations Within YSQ Scales .......................................................................  50 
 
 16. Correlations Between CTQ Scales and NEO Scales .........................................  52 
 
 17. Correlations Between YSQ Scales and CTQ Scales ..........................................  53 
 
 18. Correlations Between YSQ Scales and NEO Scales .........................................  54 
 
 19. Correlations Between YSQ Scales and Negative Affect Scales ........................  55 
 
 20. Correlations Between CTQ Scales and Negative Affect Scales ........................  56 
x 
Table Page 
 
 21. Correlations Between NEO Scales and Negative Affect Scales ........................  56 
 
 22. Standardized Direct and Indirect Effects for Domain I .....................................  71 
 
 23. Standardized Direct and Indirect Effects for Domain II ....................................  72 
 
 24. Standardized Direct and Indirect Effects for Domain II ....................................  74 
 
 
 
 
 
 
 
xi 
 
LIST OF FIGURES 
 
 
Figure Page 
 
 1. Domain I: Disconnection and rejection .............................................................  7 
 
 2. Domain II: Impaired autonomy and performance .............................................  8 
 
 3. Domain III: Impaired limits ...............................................................................  8 
 
 4. Domain IV: Other directedness .........................................................................  9 
 
 5. Domain V: Over-vigilance and inhibition .........................................................  9 
 
 6. Theoretical direct and indirect pathways to negative affectivity in adulthood ..  33 
 
 7. Measurement model for NCE ............................................................................  62 
 
 8. Measurement model for temperament ...............................................................  63 
 
 9. Measurement model for Doman I ......................................................................  64 
 
 10. Measurement model for Domain II....................................................................  65 
 
 11. Measurement model for collapsed Domain III, IV, and V ................................  67 
 
 12. Measurement model for negative affect ............................................................  69 
 
 13. Domain I: SEM results.......................................................................................  70 
 
 14. Domain II: SEM results .....................................................................................  72 
 
 15. Collapsed Domains III, IV, V SEM results .......................................................  73 
 
 16. Theoretical pathways exploring direct and indirect links from four types of  
  toxic experiences and neuroticism to EMS and psychosocial outcomes in  
  adulthood............................................................................................................  87 
 
 
 
 CHAPTER I 
 
PROBLEM STATEMENT 
 
The premises supporting Schema focused therapy as derived by Young, Klosko, 
and Weishaar (2003) suggested that early learning experiences, in conjunction with 
inborn temperament, form the foundation for schemas (early maladaptive schemas 
[EMS]), which are implicated in the formation of persistent mood and anxiety disorders 
in adulthood. The purpose of this study is to take a first step in examining these 
pathways, as outlined by Young and colleagues, in the relationship between early 
learning experiences, temperament, EMS, and the adult experience of negative affect 
(NA) and depression.  
Young’s theory proposed negative childhood experiences (NCE) as a central 
feature in the development of EMS (Young et al., 2003). According to Young and 
colleagues, NCE interfere with normal development by interrupting the fulfillment of 
core emotional needs. Interruption of a child’s sense of safety, nurturing, or belonging 
can contribute to the formation of EMS, which subsequently influence an individual’s 
way of perceiving and experiencing the world and/or internal processes such as emotions, 
thoughts, and memories.  
Young and colleagues (2003) suggested that NCE do not act alone in influencing 
a child’s interaction with the world around them. Specifically, a child’s unique 
temperament, or inborn predisposition to reacting to the environment, influences the way 
in which children perceive or experience negative stimuli. A reactive temperament, in 
conjunction with NCE, can interfere with the fulfillment of needs crucial to a child’s 
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development and thus contribute to the formation of EMS.  
 According to Young and colleagues (2003), the development of EMS can 
contribute to a wide variety of psychosocial and characterological outcomes in adulthood, 
including a higher likelihood of experiencing NA and/or depression. NA is a broad 
construct encompassing all forms of painful feelings and emotions. It is not a diagnostic 
category or particularly useful for differential diagnosis, however, it is often used as a 
broad indicator of psychological well-being (Watson, Clark, & Tellegen, 1988). 
Depression, on the other hand, is a diagnostic category with highly researched and 
delineated symptoms defining it. Where NA only represents one side of the spectrum of 
affect, depression is comprised of both absence of positive affect, and presence of NA. 
Depression is also a well-defined diagnostic category (Paykel, 1992; Watson et al., 1988). 
Both NA and Depression have demonstrated empirical ties to NCE and temperament. 
Thus, NA and depression can provide useful outcomes for testing Young’s Schema 
Therapy model.  
  There is substantial theoretical and empirical work that relates negative affective 
symptoms and depression to childhood experiences. Indeed, NCE, such as neglect, and 
sexual, physical, and emotional abuse, have been linked to the adult experience of 
depression (Bemporad & Romano, 1993; Sachs-Ericsson, Verona, Joiner, & Preacher, 
2006), and anxiety (Sachs-Ericsson et al., 2006). There is also substantial theoretical and 
empirical work supporting the relationship of temperament to the experience of NA 
and/or depression in adulthood (Halverson, Kohnstamm, & Martin, 1994; Strelau, 1998).  
Young and colleagues offer the schema therapy model as a way of explaining 
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how childhood experience and inborn temperament can contribute to the development of 
EMS, and subsequently to negative outcomes in adulthood. They define EMS as “broad, 
pervasive themes or patterns, comprised of memories, emotions, cognitions, and bodily 
sensations, regarding oneself and one’s relationships with others, developed during 
childhood or adolescence, elaborated throughout one’s lifetime and dysfunctional to a 
significant degree” (Young et al., 2003, p. 7). A substantial body of literature supports 
both the construct of EMS as defined by Young and colleagues (Lee, Taylor, & Dunn, 
1999; Schmidt, Joiner, Young, & Telch, 1995), and their relationship to outcomes in 
adulthood (Cecero, Nelson, & Gillie, 2004). Accordingly, the intent of this study was to 
examine the relationships among NCE, temperament, EMS, and the adult experience of 
NA and depression, as a way to test the schema therapy model.  
4 
CHAPTER II 
REVIEW OF THE LITERATURE 
  
  The goal of this literature review is to introduce and define the components of the 
model proposed by Young and colleagues (2003) exploring direct and indirect links 
between NCE, temperament, EMS, and NA in adulthood, thereby establishing a rationale 
and method for examining these relationships in the current study. Accordingly, this 
section will start by introducing and defining Young’s schema therapy model. It will 
follow by introducing and defining the constructs contributing to this model including 
NCE, temperament, and the outcomes of NA and depressive symptoms. The components 
of the model will then be linked to the outcomes of NA and depressive symptoms to 
establish the pathways for the model.  
 
Young’s Schema Theory 
 
 
Schema theory, as proposed by Young and colleagues (2003), is one possible way 
of explaining the relationship between experiences in childhood, inborn temperament, 
and psychosocial or personological outcomes in adulthood. Young and colleagues 
elaborated upon Beck’s traditional cognitive theory because their perspective that 
treatment-resistant depression, chronic anxiety, and personality pathology 
(characterological pathology) could only be successfully treated with a focus on both 
current functioning and childhood experiences related to that functioning (Cecero et al., 
2004). To this end, Young and colleagues developed schema therapy as a modality to 
treat clients by examining the relationship between early childhood experiences, 
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temperament, concomitant formation of EMS and maladaptive coping strategies, and 
current functioning. Therein, the goal of schema therapy is to increase awareness of 
EMS, while promoting change by adopting new, more adaptive coping strategies and 
realizing corrective experience with negative childhood memories (Young et al., 2003). 
Ultimately, people learn to find healthy ways to meet the needs that were frustrated in 
childhood. Despite this theory and popular approach to therapy, relationships proposed 
by Young and colleagues have received little attention in the empirical literature.  
According to Young and colleagues (2003), an EMS is defined as “a broad, 
pervasive theme or pattern, comprised of memories, emotions, cognitions, and bodily 
sensations, regarding oneself and one’s relationships with others, developed during 
childhood or adolescence, elaborated throughout one’s lifetime and dysfunctional to a 
significant degree” (Young et al., 2003, p. 7). Young and colleagues posited that the 
origin of EMS stems from the frustration of core emotional needs by negative 
experiences. The proposed five core emotional needs include:  
1. Secure attachments to others (includes safety, stability, nurturance, and 
acceptance); 
2. Autonomy, competence, and sense of identity; 
3. Freedom to express valid needs and emotions; 
4. Spontaneity and play; and 
5. Realistic limits and self-control. 
From their perspective, Young and colleagues (2003) claimed that the combination of 
early experiences (nurture) and innate temperament (nature) can result in either 
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gratification or frustration of these needs. EMS result from the frustration of these needs 
by negative experience.  
 
Delineating EMS 
Early maladaptive schema can be broken down a number of ways. Young and 
colleagues (2003) sorted 18 EMS into two large subcategories and further into five 
domains. It is important to note that the actual number of EMS has not remained fixed 
according to Young and colleagues. For this reason, this summary will focus more on the 
five broad Domains (defined below) of EMS than specific individual EMS.  
Young and colleagues (2003) defined two large subcategories (unconditional and 
conditional) that are loosely defined by the time of seminal development; earlier 
experiences contribute to more intense, more obdurate to change, and more hopeless 
EMS. According to Young and colleagues, Unconditional EMS formed through early and 
intense negative experiences, “hold no hope” for change without intervention (see Table 
1). No matter what the individual does to change it, the EMS is pervasive, influential, and 
deeply engrained. Conditional EMS, on the other hand, are not hopeless and the 
individual may have more control over them. They are considered “secondary schemas” 
as they often, but not always, develop as an attempt to cope with unconditional EMS 
(Young et al., 2003; see Table 1). Young further delineated EMS into five sub-Domains: 
disconnection and rejection (Domain I), impaired autonomy and performance (Domain 
II), impaired limits (Domain III), other directedness (Domain IV), and overvigilance and 
inhibition (Domain V; Young et al., 2003; see Figures 1-5). See methods section for 
details regarding measurement of EMS. 
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Table 1 
Unconditional and Conditional Schemas 
Unconditional schemas Conditional schemas 
Abandonment/instability Subjugation 
Mistrust/abuse Self-sacrifice 
Emotional deprivation Approval-seeking/recognition-seeking 
Defectiveness Emotional inhibition 
Social isolation Unrelenting standards/hypercriticalness 
Dependence/incompetence - 
Vulnerability to harm or illness  
Enmeshment/undeveloped self  
Failure  
Negativity/pessimism  
Punitiveness   
Entitlement/grandiosity  
Insufficient self control/self-discipline  
 
 
  
 
Figure 1. Domain I: Disconnection and rejection. Expectation that one’s needs for 
security, safety, stability, nurturance, empathy, sharing of feelings, acceptance, and 
respect will not be met in a predictable manner. Typical family origin is detached, cold, 
rejecting, withholding, lonely, explosive, unpredictable, or abusive (Young et al., 2003, p. 
14). 
 
Domain I: 
Disconnection 
and Rejection
Abandonment/ 
Instability  
Mistrust/Abuse Emotional  
Deprivation 
Defectiveness/ 
Shame 
Isolation Social /
Alienation 
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Figure 2. Domain II: Impaired autonomy and performance. Expectations about oneself 
and the environment that interfere with one’s perceived ability to separate, survive, 
function independently, or perform successfully. Typical family origin is enmeshed, 
undermining of child’s confidence, overprotective, or failing to reinforce child for 
performing competently outside the family (Young et al., 2003, p. 14). 
 
 
 
 
Figure 3. Domain III: Impaired limits. Deficiency in internal limits, responsibility to 
others, or long-term goal-orientation. Leads to difficulty respecting the rights of others, 
cooperating with others, making commitments, or setting and meeting realistic personal 
goals. Typical family origin is characterized by permissiveness, overindulgence, lack of 
direction, or a sense of superiority–rather than appropriate confrontation, discipline, and 
limits in relation to taking responsibility, cooperating in a reciprocal manner, and setting 
goals. In some cases, child may not have been pushed to tolerate normal levels of 
discomfort, or may not have been given adequate supervision, direction, or guidance 
(Young et al., 2003, p. 15). 
 
 
Domain II: 
Impaired 
Autonomy and 
Performance 
Dependence/ 
Incompetence  
Vulnerability to 
Harm or Illness
Enmeshment/ 
Undeveloped 
Self 
Failure 
Domain III: 
Impaired Limits 
Entitlement/Grandiosity Insufficient Self-
Control/Self-Discipline 
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Figure 4. Domain IV: Other directedness. An excessive focus on the desires, feelings, 
and responses of others, at the expense of one’s own needs—in order to gain love and 
approval, maintain one’s sense of connection, or avoid retaliation. Usually involves 
suppression and lack of awareness regarding one’s own anger and natural inclinations. 
Typical family origin is based on conditional acceptance: children must suppress 
important aspects of themselves in order to gain love, attention, and approval (Young et 
al., 2003, p. 16). 
 
 
 
 
Figure 5. Domain V: Over-vigilance and inhibition. Excessive emphasis on suppressing 
one’s spontaneous feelings, impulses, and choices OR on meeting rigid, internalized rules 
and expectations about performance and ethical behavior—often at the expense of 
happiness, self-expression, relaxation, close relationships, or health. Typical family origin 
is grim, demanding, and sometimes punitive: performance, duty, perfectionism, following 
rules, hiding emotions, and avoiding mistakes predominate over pleasure, joy, and 
relaxation. There is usually an undercurrent of pessimism and worry—that things could 
fall apart if one fails to be vigilant and careful at all times (Young et al., 2003, pg. 17). 
 
 
Domain V: 
Over-vigilance 
and Inhibition 
Negativity/ 
Pessimism 
Emotional 
Inhibition 
Unrelenting 
Standards/ 
Hyper-criticalness
Punitiveness  
Domain IV: 
Other 
Directedness 
Subjugation Self-Sacrifice Approval-
Seeking/ 
Recognition-
Seeking 
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Review of Research on Young’s Schema  
Therapy Model 
A review of the literature on Young’s schema therapy model reveals mixed 
findings. The available research can be separated into several groups. First, several 
studies investigated the psychometric properties and/or factor structure of the EMS 
questionnaires (Lee et al., 1999; Schmidt et al., 1995; Young & Brown, 1990, 1999). 
Second, Jackson (2004) is discussed as it linked negative childhood experiences with the 
EMS construct and adult outcomes. Finally, there have been a few efficacy studies with 
clinical and nonclinical populations (Giesen-Bloo et al., 2006; Young & Flanagan, 1998; 
Young & Gluhoski, 1996; Young, Weinberger, & Beck, 2001). 
Evaluating factor structure and psychometric properties. Young and 
colleagues’ (2003) schema therapy model appears to have good support from a factor 
structure and psychometric perspective. The first in-depth study of Young’s schema 
therapy model came via Schmidt and colleagues (1995), who studied the psychometric 
properties of the Young Schema Questionnaire-Long Form, also known as the Early 
Maladaptive Schema Questionnaire (EMSQ; Young & Brown, 1990). As reported by 
Young and Brown, this study gave credence to the schema therapy model by 
demonstrating strong alpha coefficients for EMS scales, ranging from .83 to .96, test-
retest coefficients from .50 to .82 for a nonclinical sample, and good convergent and 
discriminant validity with measures of psychological distress, self-esteem, cognitive 
vulnerability to depression, and personality disorder symptomatology (Schmidt et al., 
1995; Young et al., 2003). This study was later replicated by Lee and colleagues (1999), 
who found similarly strong results using a clinical population in Australia. This study 
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yielded a slightly different factor structure, however, and the authors agreed with Young 
and colleagues (2003) that the difference was likely due to “range effects,” as the latter 
study used a clinical population whereas the former used both clinical and undergraduate 
populations.  
As a follow-up to Schmidt and colleagues (1995), Glaser, Campbell, Calhoun, 
Bates, and Petrocelli (2002) looked at the construct validity for the Early Maladaptive 
Schema Questionnaire-Short Form (EMSQ-SF; Young, 1994). In a clinical sample of 188 
outpatients, EMSQ-SF subscale scores accounted for 54% if the total variance in General 
Severity Index (GSI) scores of the Symptom Checklist-90-Revised (SCL-90-R); 50% of 
the total variance in anxiety and 40% of the total variance in depression scores on the 
SCL-90-R; 38% of the variance on the Positive and Negative Affect Schedule (PANAS) 
NA scores; 54% of the total variance in Beck Depression Inventory (BDI) scores; and 
38% of the variance on the major depression scale and 26% on the anxiety scale of the 
Millon Clinical Multiaxial Inventory-II (MCMI-II).  
Other researchers, such as Cecero and colleagues (2004), found similarly strong 
psychometric properties for the EMSQ-short form. Cecero and colleagues reported that 
14 hypothesized EMS factors emerged, and they indicated strong relationships between 
retrospective reports of childhood emotional abuse or neglect and scores representing 
factors in Domain I (disconnection and rejection) of Young and colleagues’ (2003) EMS 
Domains. Findings also supported Young and colleagues’ notion of unconditional and 
conditional EMS. Unconditional EMS, such as defectiveness/shame and emotional 
deprivation, were more associated with childhood trauma than conditional EMS, such as 
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subjugation, self-sacrifice, unrelenting standards/ hypercriticalness, entitlement/ 
grandiosity, and insufficient self-control/impulsiveness.  
 The schema therapy model also showed promise in reducing symptoms in 
efficacy studies looking at outpatient therapy with Borderline Personality Disorder 
(Giesen-Bloo et al., 2006), patients with narcissistic personality features (Young & 
Flanagan, 1998), and depression (Young et al., 2001). Looking at the research together, it 
looks like the EMS inherent to the schema therapy model demonstrate a relatively good 
factor structure, they are well correlated with measures of psychological distress, and use 
of the model yields effective results in treating symptoms in a variety of clinical 
presentations.  
Linking childhood experience to EMS and adult outcomes. Very few studies 
were located that actually test components of the Young schema therapy model. In her 
dissertation research, Jackson (2004) examined relationships among “childhood 
psychological maltreatment,” adult psychological functioning, and schema. Specifically 
one component of Jackson’s study looked at the relationship between what she termed 
“childhood psychological maltreatment and relational schemas.”  This study was unique 
in that it was one of the first to explore the relationships posited by Young between 
childhood experiences and schemas as defined by Young. In a large sample of 404 
undergraduate students, Jackson’s research supported the idea that NCE relate to EMS, as 
well as that some EMS relate to negative outcomes in adulthood. Specifically, Jackson 
found positive correlations between symptoms of OCD and the subjugation (r = .25), 
unrelenting standards/hypercriticalness (r = .22), and dependence/incompetence (r = .22) 
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EMS. Symptoms of depression and interpersonal sensitivity were also positively 
correlated with subjugation (r = .23 depression, and r = .48 interpersonal sensitivity), 
with interpersonal sensitivity also positively correlated with the entitlement (r = .15) 
EMS.  
 From the review of the literature, the EMS model shows a useful way to look at 
cognitive and emotional constructs by demonstrating a strong factor structure, and an 
effective method of intervention with a variety of pathologies. A remaining gap in the 
literature is research that simultaneously assesses each component of the schema model, 
NCE and inborn temperament, linked to adult psychopathology through EMS. 
 
Defining Negative Childhood Experiences 
 
 
 From both a clinical and scientific perspective, research looking at NCE is 
frequently a retrospective pursuit and therefore seen through the eyes of the perceiver 
sometimes many years after childhood. In this manner, almost any childhood experience 
could be perceived as negative, insofar as any experience has the capacity to yield 
negative outcomes, dependent upon many contextual variables. This makes defining NCE 
for the purposes of research a challenge.  
 According to Young and colleagues (2003), NCE are anything that interferes with 
the ability to meet what they call “core emotional needs.”  Their theory, in essence, 
suggests that frustration of these needs, through some combination of NCE and 
temperamental reactions to experience, results in the development of EMS. Young and 
colleagues identified four types of negative, or what they called “toxic,” childhood 
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experience that result in the frustration of core emotional needs and the development of 
EMS. The first, “toxic frustration of needs,” occurs when a child’s basic needs for 
security and nurturing are not met. These EMS comprise themes of neglect, 
abandonment, or emotional withholding. The second, “traumatization or victimization” 
relates more to physical, emotional, or sexual abuse and has a more directly abusive 
theme to it. The third type is loosely labeled, “too much of a good thing,” and 
encompasses themes opposite to toxic types one and two in that it focuses on coddling, 
overindulgence of needs, and lack of healthy limits or boundaries. The fourth type is 
labeled “selective internalization or identification with significant others.”  This involves 
a child internalizing thoughts, feelings, and behaviors of attachment figures.  
 While Young and colleagues (2003) offer the above four types of toxic childhood 
experiences as “the primary origin of EMS,” they go no further in delineating which 
types of experiences may lead to which types of specific EMS. It seems implied that 
certain types of toxic experiences may intuitively relate to certain types of EMS  and also 
seems to suggest that these toxic experiences have the potential to influence or instigate 
the development of any of the EMS discussed in the theory.  
 A first step in testing Young’s theory is to begin empirically looking at the four 
types of toxic experiences from a broad perspective, encompassing the idea that these 
experiences implicitly suggest a child has experienced something significantly negative 
to interrupt the fulfillment of core emotional needs (Young et al., 2003). Therefore, this 
component of the model will be represented broadly by the construct labeled negative 
childhood experiences (NCE). For the purposes of this study, exploration of literature 
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related to NCE began by searching terms such as, ‘negative childhood experience, 
childhood maltreatment, child abuse, child neglect, and child sexual abuse through 
popular psychological search engines such as Academic Search Premiere, ERIC 
(Educational Resources Information Center), MEDLINE, Psychology and Behavioral 
Sciences Collection, and PsycINFO. By this process, observations of frequently used 
definitions were noted and used to establish a basis for defining NCE. The most 
frequently used methods for defining NCE were observed through the lens of some form 
of abuse or neglect. Frequently used terms included: child maltreatment (Kaysen, Scher, 
Mastnak, & Resick, 2005; MacMillan & Munn, 2001), childhood trauma (Hill, 2003), 
child abuse (Kaplan, Pelcovitz, & Labruna, 1999), child sexual abuse (Jumper, 1995; 
Paolucci, Genuis, & Violato, 2001); verbal abuse (Sachs-Ericsson et al., 2006), 
emotional abuse (Kaplan et al., 1999), and neglect (Kaplan et al., 1999).  
Hill (2003) defined physical abuse as harsh physical punishment carried out with 
an implement, or violence leading to bruising or more serious injuries, irrespective of 
how it is committed. The National Incidence Study-3 (NIS-3; Kaplan et al., 1999; Sedlak 
& Broadhurst, 1996) further defined physical abuse as present when a child younger than 
age 18 years has experienced injury or risk of injury as a result of having been hit with a 
hand or other object or having been kicked, shaken, thrown, burned, stabbed, or choked 
by a caregiver. The NIS-3 defined physical neglect as harm or endangerment resulting 
from inadequate nutrition, clothing, hygiene, and supervision. Emotional abuse was 
defined by the NIS-3 as verbal abuse, harsh nonphysical punishments, or threats of 
maltreatment, and emotional neglect as failure to provide adequate affection and 
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emotional support or permitting a child to be exposed to domestic violence. No formal 
definition of “adequate” was provided in these guidelines. Hill defined sexual abuse as 
nonconsensual and/or unwanted sexual experiences before the age of 16, usually 
involving genital contact, attempted or actual intercourse, or in postpubertal girls, 
touching of breasts.  
While variability exists regarding the perspective from which studies choose to 
label negative childhood experience, the nomenclature is fairly consistent in identifying 
and defining this idea from the perspective of some form of abuse or neglect. It is worth 
noting that this may to an extent be an artifact of the necessity to have more measurable 
and objective variables. Other forms of negative experience such as emotional abuse, are 
quite hard to define and validly measure across individuals, particularly so when 
measurement is retrospective. In addition, recall that within Young’s model one type of 
toxic experience is actually based on coddling and lack of limit setting, which is typically 
not thought of as a negative experience and would be quite difficult to measure with any 
validity or consistency. For these reasons, this study will focus on the more objective 
measurement of various forms of abuse and neglect.  
Defining Temperament/Personality 
 
 One major component of Young and colleagues’ (2003) schema theory model 
posits that NCE (discussed above), in conjunction with inborn temperament, contribute to 
the construction of EMS. Negative “toxic” childhood experiences, in interaction with 
temperament, lead to unmet emotional needs, which promote the development of EMS. 
Where the environment plays a role in the formation of how we perceive the world, 
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Young’s theory incorporates the idea that children’s inborn temperament will have an 
effect on the child’s development; “emotional temperament interacts with painful 
childhood events in the formation of schemas;” “different temperaments selectively 
expose children to different life circumstances” (Young et al., 2003, p. 12). Children’s 
emotional arousal to stimuli could render them more or less irritable, fearful, or open to 
experience, and thus have a different impact on their respective environments and/or 
experiences.  
The terms “personality” and “temperament” are used interchangeably in the 
language defining Young’s model (Young et al., 2003); however, Young’s intention for 
including this construct seemed to be more strongly linked to the more literal idea of 
temperament and/or to the inborn components of personality; the more trait-like 
components of personality as opposed to learned. These constructs are alluded to as 
“biologically based,” “inborn,” and are viewed as the child’s individual way, from an 
emotional perspective, of reacting to and/or interacting with their environment. In 
psychology, temperament is typically referred to as the more genetically based, innate 
part of personality (Millon, Grossman, Millon, Meagher, & Ramnath, 2004), whereas the 
idea of personality in the literature is much more broad and open to theoretical and 
interpretational bias. Young’s model includes the temperamental component to account 
for those inborn traits that interact with, but exist regardless of, environmental factors 
such as NCE.  
 Given that Young’s theory incorporates the interaction of temperament with 
environment early in life, one would ideally test Young’s theory by measuring 
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temperament as close to birth as possible, and then subsequently in a routine and 
longitudinal fashion over time to be able to differentiate between temperament and 
personality in adulthood. This depth of research is beyond the scope of this study and 
thus, measurement of temperament in this manner becomes confounded by experience. In 
order to capture the temperamental component of Young’s model, a few distinctions need 
to be made. As a line of logic, the argument needs to be made looking at the stability of 
temperament over time, articulating how temperament is measured in adulthood, how 
temperament relates to personality and/or the five-factor model of personality, and finally 
how the construct of neuroticism relates to temperament and its stability over time. The 
section to follow will explore the history and definition of temperament, and most 
importantly will explore the manifestation of temperament in adulthood, and the links 
between the construct of temperament and the well-documented five factor model of 
personality (Angleitner & Ostendorf, 1994; Costa & McCrae, 1980; Strelau & Zawadzki, 
1995).  
The concept of temperament has a rich history in philosophy and psychology. 
Indeed, long before temperament was examined empirically, human beings observed, 
remarked on, labeled, and hypothesized about what were perceived as human differences 
in behavior that occurred regardless of environment. Although to cover the philosophical 
and historical roots of temperament would take an entire volume, an overview seems 
warranted and therefore a summary of this history will be presented. The section to 
follow will draw heavily on texts by Strelau (1998), Molfese and Molfese (2000), and 
Wachs and Kohnstamm (2001), due to their comprehensive discussion of the history and 
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research surrounding the ideas of temperament and personality.  
 Millon and colleagues (2004) referred to temperament as an English language 
word developed in the Middle Ages that suggested personality emerged from biology; 
that temperament was the biological basis for personality. Early understanding of 
temperament was gleaned through speculation regarding what philosophers and 
physicians noted as innate human differences. Strelau (1998) indicated that the construct 
of temperament has its origins in ancient Greek thinking. Widely known as the father of 
medicine, it was Hippocrates who articulated the four humors, which were considered the 
basis for individual differences (Strelau, 1998; Wachs & Kohnstamm, 2001). Later, his 
protégé, Galen, took these ideas further and created the first typology of temperament 
(Strelau, 1998). As time moved forward, and ideas in science and philosophy advanced, 
notable philosophers Immanuel Kant and Wilhelm Wundt became more formalized in 
their approach to the articulation of temperament, and defined it in terms of behaviors, 
emotions, and drives (Molfese & Molfese, 2000; Strelau, 1998). Ultimately, ideas about 
temperament began to take on a more familiar form, with Carl Jung presenting his ideas 
on introversion and extraversion, and Ivan Pavlov noting differences in conditioned 
responses that he attributed to differences in the central nervous system (Molfese & 
Molfese, 2000; Strelau, 1998; Wachs & Kohnstamm, 2001). Of course, many other 
philosophers, physicians and psychologists bear mentioning in the historical search for 
understanding temperament. While vast and over the span of hundreds of years, the 
works of these individuals carry with them the common themes of observing that human 
beings have innate and prewired differences, trying to operationalize and categorize these 
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differences, and understand how these differences interact with the environment.  
 More modern perspectives on temperament are based on scientific study. Still, 
there are several differing perspectives on what exactly constitutes temperament, and, as 
will be discussed below, the similarities and differences between temperament and 
personality. Allport (1937) suggested that temperament, along with the ideas of 
intelligence and physique, was one of three basic components that delineated humans 
from one another. These components were considered to be inborn, genetically based, 
and varying across individuals (Bates & Wachs, 1994). Temperament itself referred, “to 
the characteristic phenomena of an individual’s emotional nature” (Allport, 1937). Other, 
more modern researchers, such as Mehrabian (1991), who focused on adults, and 
Goldsmith and Campos (1982, 1990), who focused on infants, also presented their ideas 
about temperament from an emotion oriented perspective.  
 Other researchers focused on the more a priori, psychometric perspective of 
temperament by looking purely at behavioral observations. Two of the most prominent 
temperamental researchers in this area are Thomas and Chess (1977, 1991), who were not 
concerned so much with the motivation or intention behind behavior, but simply the 
tendencies of given individuals to react to given stimuli. Where Thomas and Chess 
articulated their perspectives without regard for the origins of behavior or how individual 
cognitions may influence it, they did state clearly that temperament was a construct that 
was genetically based, existed regardless of, but acted upon or in interaction with, 
external stimuli, and differed by individuals.  
 In Young and colleagues’ (2003) book, Schema Therapy, temperament was 
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presented as a factor, “other than early childhood environment,” that plays a role in EMS 
development. Young and colleagues suggested that temperamental research speaks to the 
“biological underpinnings” of personality. Research is presented by Kagan, Reznick, and 
Snidman (1988), who suggested that children’s “initial reactions” to “unfamiliar” stimuli 
is related to “inherited variation in the threshold of arousal” and go on to suggest that 
children’s temperamental reactions in early childhood relate to how shy or outgoing they 
are in childhood, and even to whether they are outgoing or “socially avoidant” in 
adulthood (Kagan et al., 1988, p. 167). As it relates to theory, Young and colleagues are 
simply indicating that childhood experience alone cannot account for the development of 
EMS, thus entering the biologically based component of behavior and emotion in the 
form of temperament.  
  Four texts were identified through literature searches that thoroughly cover the 
topic of temperament and personality (Halverson et al., 1994; Molfese & Molfese, 2000; 
Strelau, 1998; Wachs & Kohnstamm, 2001). A critical review of these texts reveals that 
top researchers often vary in their arguments over the similarities and differences 
between temperament and personality. Strelau (1998), for instance, argued for a 
difference between temperament and personality, on the basis that over hundreds of years 
temperament has always been based in genetics, and is considered an individual’s 
biologically based, prewired, and inborn tendency to experience emotions, whereas 
personality is a combination of temperament and learning or adaptation to one’s 
environment. Other researchers, such as Costa and McCrae (2001) and Angleitner and 
Ostendorf (1994), suggested that although temperament and personality are indeed 
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arguably differing concepts, when it comes to measuring personality, particularly in 
adulthood, what consistently emerges in measure after measure, are what has come to be 
known as the Five Factor Model of Personality, and theoretical arguments aside, where 
measurement is concerned.  
There is no useful distinction between personality traits and temperament; the two 
are not merely isomorphic, they are equivalent. All of the major features of 
temperament—its stability, heritability, intrinsic maturation—characterize 
personality traits equally. It is in a sense an accident of intellectual history that 
some personality traits are regarded as temperaments whereas others are not. The 
theory of temperament that we present is therefore neither more nor less than the 
Five-Factor Theory of personality. (Costa & McCrae, 2001, p. 11) 
 
They go on to suggest that there are three compelling lines of evidence that support these 
five factors as being biologically based. One, the same factors (although varying by label, 
but not content) are found in every culture in which research has been done in this area. 
Second, King and Figueredo (1997) indicated that the same factors have been found in 
chimpanzees suggesting primate species have similar evolutionary and biological 
underpinnings for personality (Costa & McCrae, 2001). Finally, there is strong evidence 
that all five factors are heritable, with estimates that suggest genetics account for 
approximately two thirds of the variance in the five factors (Costa & McCrae, 2001).  
When reviewing research looking at temperament and personality, two common 
factors are consistently used to epitomize the robustness of the FFM; extroversion and 
neuroticism. Where extroversion indicates more positive feelings, social interactions and 
overall a more positive outlook on life, neuroticism represents the degree or frequency 
with which individual’s experience negative emotions. Using neuroticism to represent the 
temperamental component of Young’s model makes sense for a number of reasons. 
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Neuroticism is considered a highly robust personality trait that demonstrates consistency 
over time (Molfese & Molfese, 2000), neuroticism is highly correlated with temperament 
(Angleitner & Ostendorf, 1994) and neuroticism is generally understood as one’s 
proclivity toward experiencing negative or painful emotions. Those who score high on 
scales of neuroticism tend to experience negative emotions more frequently and more 
intensely (Kendler, Katz, Gardner, & Pedersen, 2006). As a result, those who score high 
on neuroticism, like temperament, tend to experience more frequent symptoms of 
depression, anxiety, and/or NA (Costa & McCrae, 1980).  
 Therefore, neuroticism was chosen to represent the temperamental, or inborn, 
component of Young’s theory because it is highly conceptually similar to the idea of 
temperament, it is regarded by experts to represent a highly similar construct to 
temperament, it is highly researched and supported as one of the most robust components 
of the FFM of personality, research has shown it to be quite stable over time, and it is 
highly correlated with the experience of NA and depression (Costa & McCrae, 1980; 
Kendler et al., 2006; Larsen & Ketelaar, 1991) . Thus, a relationship is posited to exist in 
a direct pathway from measurement of neuroticism to NA and depressive symptoms, 
regardless of experience. However, it is also hypothesized that the indirect pathway, from 
neuroticism through EMS to NA and depressive symptoms, will also demonstrate a 
relationship.  
 
Defining Outcome Variables 
 
 
Young and colleagues (2003) suggested that once EMS are in place, they 
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continually act upon or influence an individual’s interaction with both the environment 
and internal processes, and, therefore, contribute to many chronic issues such as chronic 
depression, anxiety, or even personality disorders. Although it is indicated for research on 
this subject to look at a broad variety of outcome variables to comprehensively test the 
predictive utility of the EMS theory, it is the intent of this study to start by looking at 
negative emotion as an indicator of psychological distress. Looking at negative emotion 
is a good starting place because reports of negative emotion frequently accompany a 
broad spectrum of psychiatric presenting concerns and are therefore a common indicator 
of psychiatric distress (Watson et al., 1988). This was done so by looking broadly at 
symptoms of NA, and more narrowly by looking at symptoms of depression. In the 
sections to follow, both the constructs of NA and depression are presented to establish 
both a broad and a specific index of negative emotional outcomes in adulthood.  
 
Affect 
Affect is considered the perception or subjective feeling of an emotion, or a 
physiological indication of emotion, regardless of conscious perception, such as facial 
expressions or physiological responses to stimuli. Affect theory was coined by Silvan 
Tomkins and was, at first, an attempt to refer to the biological components of emotions 
(Ekman, 2004). Watson and colleagues (1988) indicated that the two broad factors of 
Positive and NA are the dominant factors in reports of mood; mood referring more to 
emotional climate, whereas affect is more of emotional weather. They and other 
researchers (c.f., Paykel, 1992), indicated that these two factors can easily be confused as 
existing on the same continuum, however they clarify that they are quite distinctive and 
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orthogonal dimensions.  
NA is a “catch all” construct blanketing the full range of the negative spectrum of 
emotion, such as behaviors and feelings associated with anxiety, depression, sadness, and 
anger (Paykel, 1992). Watson and colleagues (1988) defined NA as a broad category of 
subjective distress including a wide range of negative emotional states such as anger, 
fear, sadness, etc. Although NA is strongly correlated with negative mood states such as 
anxiety and depression, it is considered more of a broad index of psychological distress, 
rather than a diagnostic category or construct capable of differentiating between 
psychological disorders (Watson et al., 1988).  
 Where NA is a broad indicator of psychological distress, depression is a more 
specific one. For quite some time, debate has surrounded the issue of differentiating 
disorders such as depression and anxiety from either one another or from the idea of NA 
(Clark & Watson, 1988; Foa & Foa, 1982). The argument focused on the idea that 
although affect-based disorders, such as depression and anxiety, may be perceived as 
separate constructs they are difficult to distinguish either empirically or by self-report 
because they are expressions of the common factor of NA (Crawford & Henry, 2004). 
However, according to the tripartite theory of emotional expression, depression is 
actually comprised of high NA and low PA, whereas anxiety is highly positively 
correlated with NA but not at all with PA (Clark & Watson, 1991; Watson et al., 1988; 
Watson & Clark, 1984). In this way, NA is more of a broad category pertaining to 
negative emotional arousal, says nothing of high or low PA, and only encompasses one 
component (high NA) of depression.  
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Defining Depression 
Depression is differentiated from NA because it is a recognized and specific 
diagnostic category, has a symptom presentation that goes beyond the concept of affect, 
and, as mentioned above, it carries with it elements of both lack of positive, and presence 
of negative affectivity. Depression is perceived to be a pervasive problem in our society, 
affecting approximately 17 million Americans each year. Approximately one in five of 
the world’s population will suffer from depression at some point in their lives and, with 
each successive episode of depression comes an increased probability that another 
episode will occur (Ainsworth, 2000; Levenson, 2000). Prepubertal males and females 
experience depression about equally; however, following puberty women are at an 
increased risk for depression (Ainsworth, 2000; Altemus, 2006). The costs of depression 
are estimated at between $33 billion and $43 billion annually, although some studies 
estimate the costs as high as $80 billion (Ainsworth, 2000; Levenson, 2000; Wang & 
Kessler, 2005). Although these costs are difficult to monetize, lost work productivity, 
direct treatment costs, absenteeism, and mortality account for much of the economic 
burden associated with depression (Levenson, 2000; Wang & Kessler, 2005). Indeed, it 
has been estimated that the number of lost workdays due to depression may exceed 200 
million in 1 year in the United States (Ainsworth, 2000). Beyond dollars, cents, and 
quantifiable effects, the presence of depression runs deep in our society and has become a 
common part of our daily experience. Regardless of how many actually meet criteria for 
a formal diagnosis of depression, every person is affected in one way or another by the 
pervasive effects of the experience of depression.  
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 Although the term “depression” has been a part of lay vernacular for some time, 
there are two major systems, the International Classification of Diseases (ICD-10; World 
Health Organization [WHO], 1992) and the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-IV; APA, 2000), typically used for labeling and/or diagnosing 
depression. The DSM-IV is more commonly used in the United States and implicates the 
following symptoms with depression. 
1. Depressed mood most of the day, nearly every day, as indicated by either 
subjective report (e.g., feels sad or empty) or observation made by others (e.g., appears 
tearful).  
2. Markedly diminished interest or pleasure in all, or almost all, activities most of 
the day, nearly every day (as indicated by either subjective account or observation made 
by others). 
3. Significant weight loss when not dieting or weight gain (e.g., a change of more 
than 5% of body weight in a month), or decrease or increase in appetite nearly every day.  
4. Insomnia or hypersomnia nearly every day. 
5. Psychomotor agitation or retardation nearly every day (observable by others, 
not merely subjective feelings of restlessness or being slowed down). 
6. Fatigue or loss of energy nearly every day. 
7. Feelings of worthlessness or excessive or inappropriate guilt (which may be 
delusional) nearly every day (not merely self-reproach or guilt about being sick). 
8. Diminished ability to think or concentrate, or indecisiveness, nearly every day 
(either by subjective account or as observed by others). 
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9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation 
without a specific plan, or a suicide attempt or a specific plan for committing suicide. 
It is important to keep in mind that although meeting certain criteria is a requisite 
of a clinical diagnosis of depression according to the DSM-IV, much research not only 
utilizes subclinical populations, but also suggests that subclinical levels of depression 
follow similar patterns to clinical levels (Haavisto et al., 2004). In addition, subclinical 
levels of depression, while not diagnosed according to preset criteria, contribute to the 
overall impact of depression.  
 
Linking Negative Childhood Experiences to Negative Affect and  
Depressive Symptoms in Adulthood 
 
 The intention of this section is to establish links between NCE as defined above, 
and the adult experience of NA and depression. Due to the information presented above, 
that depression and NA are highly correlated, only research looking at depression will be 
included, as NA is a component of depression and measurement of depression is based on 
specific clinical criterion. Thus, research measuring the construct of depression more 
likely reports consistent results across studies; focusing on studies looking specifically at 
depression will more likely yield comparable results. 
 Studies over the past 15-20 years have consistently reported relationships 
between childhood experiences and adult psychosocial outcomes. More specifically, 
negative experiences in childhood have been implicated in the development of patterns of 
adult depressive symptoms. The intention of this section was not to do an exhaustive 
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search of the thousands of articles looking at the relationships between negative 
childhood experience and the adult experience of depression but simply to select a cross-
section demonstrating a relationship. Articles were accessed through EBSCOhost 
databases: Academic Search Premiere, ERIC, MEDLINE, Psychology and Behavioral 
Sciences Collection, and PsycINFO. Articles were specifically identified and chosen by 
searching for links between the NCE defined above, and the adult psychosocial outcome 
of depression. Studies were included if they specifically assessed links between negative 
childhood experience and the adult experience of depression. Studies were excluded if 
they did not explore the relationship between NCE and the adult experience of 
depression.  
Based on this process, 12 articles were selected that linked NCE to depression. Of 
the articles reviewed relating NCE to adult reports of depressive symptoms, seven 
reported a relationship between physical abuse and adult depression (Bemporand & 
Romano, 1993; Downs & Harrison, 1998; Holmes & Sammel, 2005; Mullen, Martin, 
Anderson, Romans, & Herbison, 1996; Roosa, Reinholz, & Angelini, 1999; Sachs-
Ericsson et al., 2006; Teicher, Samson, Polcari, & Mcgreenery, 2006), three implicated 
verbal abuse (Bemporand & Romano, 1993; Sachs-Ericsson et al., 2006; Teicher et al., 
2006), seven implicated sexual abuse (Downs et al., 1998; Jumper, 1995; Mullen et al., 
1996; Paolucci et al., 2001; Roosa et al., 1999; Sachs-Ericsson et al., 2006; Teicher et al., 
2006), three implicated emotional abuse (Bemporand & Romano, 1993; Mullen et al., 
1996; Teicher et al., 2006), and one implicated psychological abuse (Ferguson & Dacey, 
1997). In two other articles, the researchers chose to look at abuse from more of a 
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cumulative perspective, examining the combined effects of multiple forms of abuse rather 
than looking at specific forms of abuse individually, as was the case in the other articles.  
Studies varied in both methods of defining negative childhood experience and in 
their respective findings regarding the relationships between childhood experience and 
adult functioning. Whereas most studies attempted to isolate specific forms of negative 
early experience and determine the influence of that experience on outcomes, others 
looked at the cumulative effects of multiple forms of negative childhood experience. 
Where some claimed a stronger influence (of experience on outcome) by one type of 
abuse, others would report the same pattern for another (Teicher et al., 2006). Across 
studies, it is apparent that, both specific forms of negative childhood experience, and 
experiences defined more broadly (encompassing multiple forms of abuse) were 
consistently implicated with the adult experience of depression. From the review, it can 
be concluded that NCE are indeed linked to symptoms of depression in adulthood.  
 
Linking Temperament to Negative Affect and Depressive  
Symptoms in Adulthood 
 
A fortunate byproduct of the prolific exposure of the construct of neuroticism in 
the literature is a wealth of information and reviews linking neuroticism to NA. The 
purpose of this section is not to exhaustively cover this literature but to offer a cross 
section intended to establish a relationship between neuroticism and NA. Preliminary 
searches for this information followed a similar pattern to that of depression described 
above, in that EBSCOhost databases: Academic Search Premiere, ERIC, MEDLINE, 
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Psychology and Behavioral Sciences Collection, and PsycINFO were explored for 
information meeting the simple criteria of linking neuroticism to NA in adulthood. This 
search led to an article by Larsen and Ketelaar (1991), which offered a list of 12 articles 
linking neuroticism to NA in adulthood (Diener & Emmons, 1984; Emmons & Diener, 
1985; Hotard, McFatter, McWhirter, & Stegall, 1989; Kendell, Mackenzie, West, 
McGuire, & Cox, 1984; Kirkcaldy, 1984; Meyer & Shack, 1989; O’Malley & Gillett, 
1984; Thayer, 1989; Thayer, Takahashi, & Pauli, 1988; Warr, Barter, & Brownbridge, 
1983; Watson, 1988; Williams, 1981), which establishes a strong precedent for observing 
this relationship. A more contemporary look at research yielded similar results. 
Gruenewald, Mroczek, Ryff, and Singer (2008) reported neuroticism was a consistent 
predictor of NA in age groups across the adult life span (25 and up). Isaacowitz and 
Smith (2003) suggested the most consistent predictor of NA in later adulthood was 
personality, as measured by neuroticism. In a study looking at affect in middle-aged 
adults, Mroczek and Kolarz (1998) also found neuroticism consistently predicted NA.  
 
Summary: Testing a Theoretical Model 
 
 Young and colleagues (2003) introduced schema therapy as a therapeutic 
approach to treat chronic affective and characterological issues. Young’s theory is based 
on the premises that pathology of this nature stems from the frustration of innate human 
needs through “toxic” or NCE, in conjunction with inborn temperament, which contribute 
to the development of EMS, which in turn filter experience and contribute to 
psychosocial outcomes such as the increased experience of NA and chronic depression. 
32 
Despite this theory and popular approach to psychological treatment and change, no 
research has explored the relationships proposed by Young and colleagues from the 
perspective of testing the five EMS domain models using SEM techniques.  
 Information has been provided in this literature review defining NCE. NCE have 
been articulated as those involving one or more forms of abuse and/or neglect. The 
experience of NA and depression in adulthood has also been introduced, defined, and 
linked to NCE. The inborn, temperamental, component of the model has been introduced, 
defined as neuroticism, and linked to NA. Schema theory, as presented by Young and 
colleagues (2003) has been introduced, defined, and articulated as one possible way of 
clarifying the relationships between NCE, temperament, and indicators of adult 
psychosocial functioning.  
SEM techniques were used to test the theoretical pathways schematically 
presented in Figure 6. As a process of assessment, each component of the theoretical 
model was first assessed separately to determine viability of the individual constructs. If 
each component can stand alone as the construct representing the idea inherent to the 
Young schema therapy model, then the full models can be tested to see if they follow 
relationships posited by Young and colleagues (2003). Accordingly, hypotheses for 
testing Young’s model are as follows. 
1. Negative childhood experience (NCE) will demonstrate a direct relationship 
to the outcome variables of NA and depression.  
2. Indirect relationships between NCE and outcomes will be demonstrated 
through EMS for all models.  
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Figure 6. Theoretical direct and indirect pathways to negative affectivity in adulthood.  
 
 
3. Neuroticism will demonstrate a direct relationship to the outcome variables of 
NA and depression.  
4. Indirect relationships between Neuroticism and outcomes will be 
demonstrated through EMS for all models.  
5. All EMS will demonstrate direct relationships with outcomes.  
Accordingly, five separate models were proposed, including one for each of the 
theorized EMS domains. As explained in the results section, based on preliminary 
analyses models could not be computed for Domains III (Impaired Limits), IV (Other 
Directedness) and V (Overvigilence/Inhibition) and thus a model was tested for a 
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collapsed Domain III, IV, and V. The SEM allowed evaluation of both the direct and 
indirect (through EMS) associations from NCE and temperament to negative affectivity 
in adulthood for the three aforementioned models. 
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CHAPTER III 
METHOD 
 
Design 
 
This study used a correlational design using self-report measures with volunteer 
participants, to assess relationships between NCE, neuroticism, EMS, and 
NA/Depression in adulthood. This design was executed by using SEM techniques with 
the computer software package AMOS 16.0.  
 
Participants 
 
Participants included 365 undergraduate students who were recruited from Utah 
State University undergraduate psychology courses. Of this initial sample, complete data 
were available for 353 students. The 12 students who had missing data appeared to fill 
out the demographic forms and then skipped through the remaining questionnaires. 
Subjects were compensated with course credit in exchange for participation. Participants 
were asked to indicate age from a range of “18” to “25+.”  Approximately 50% of the 
sample fell in the 18-19 age range, with the other 50% being fairly evenly distributed 
from 20 through 25+ (see Table 2). As expected in the geographic area in which data 
collection took place, approximately 92% of the sample indicated a “white” ethnicity, 
with the next highest being “Hispanic/Latino” at 3% (see Table 3). Comprising 
approximately 69%, a majority of the sample was female (see Table 4). Year in college 
indicated that 50% of the samples were freshmen, 20% sophomore, 11% junior, and 17% 
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Table 2 
Participants’ Age Frequency and Percentage 
Age Frequency Percent 
18 91 24.9 
19 90 24.7 
20 28 7.7 
21 35 9.6 
22 29 7.9 
23 16 4.4 
24 13 3.6 
25+ 63 17.3 
 
 
 
Table 3 
Participants’ Race 
Race Frequency Percent 
White 334 91.5 
African American 5 1.4 
Asian 7 1.9 
Hispanic/Latino 11 3.0 
Native American 1 .3 
Other 7 1.9 
Total 365 100.0 
 
 
 
 
Table 4 
Participants’ Gender 
Gender Frequency Percent 
Male 112 30.7 
Female 250 68.5 
Missing 3 .8 
Total 365 100.0 
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senior (see Table 5). With regard to relationship status approximately 53% of participants 
were “single (never married),” while 24% were “dating (never married), 20% were 
“married,” and 2% were “divorced” (see Table 6). Participants’ parent’s marital status 
defied national averages revealing that 75% were “married to each other,” and only 17% 
were “divorced” (see Table 7). Religious affiliation approximated local norms with about 
82% indicating LDS faith, and the remaining 18% being distributed among a variety of 
other faith traditions (see Table 8).  
 
 
Table 5 
Participants’ Year in College 
Year in college Frequency Percent 
Freshmen 185 50.7 
Sophomore 74 20.3 
Junior 40 11.0 
Senior 62 17.0 
Missing 4 1.1 
Total 365 100.0 
 
 
 
Table 6 
Participants’ Relationship Status 
Relationship status Frequency Percent 
Single (never married) 195 53.4 
Dating (never married) 88 24.1 
Married 74 20.3 
Divorced 8 2.2 
Total 365 100.0 
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Table 7 
 
Participants’ Parent’s Relationship Status 
 
Parent relationship status Frequency Percent 
Married to each other 275 75.3 
Divorced or separated 65 17.8 
Never married to each other 6 1.6 
Widowed 16 4.4 
Missing 3 .8 
Total 365 100 
 
 
 
Table 8 
 
Participants’ Religion 
 
Religion Frequency Percent 
LDS 298 81.6 
Catholic 13 3.6 
Protestant 4 1.1 
Jewish 2 .5 
Baptist 4 1.1 
Other 10 2.7 
None 34 9.3 
Total 365 100.0 
 
 
 
Procedure 
 
Notices describing the study were posted on course websites and presented in 
class in undergraduate psychology courses. Participants reviewed a letter of information  
(see Appendix A) and completed questionnaire measures through the use of an online 
survey software package (see description of measures below). Questionnaires were 
entered into the data collection software manually, and permission was obtained from 
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each publisher to do so. Some items utilized responses via multiple choice while others 
employed a Likert scale rating system. To ensure anonymity, participants were not asked 
to share their name and to obtain course credit simply had to print out the final page of 
the study, which contained minimal information indicating they had participated in one 
hour of research that was being supervised by Dr. Renee Galliher of the Utah State 
University Psychology Department. Participants were compensated with credit for 
participation by their respective course professors.  
 
Instrumentation 
 
Demographic Form  
The demographic information questionnaire assessed race, age, gender, grade 
point average, educational goals, religious beliefs, and socioeconomic status.  
 
Childhood Trauma Questionnaire 
The Childhood Trauma Questionnaire (CTQ) is a 28-item self-report inventory 
that provides a brief, reliable and valid screening for histories of childhood abuse or 
neglect. Individuals answer questions on a 5-point Likert scale ranging from “never true” 
to “very often true,” to capture experience on five scales including emotional abuse, 
physical abuse, sexual abuse, physical neglect, and minimization/denial. Items supporting 
these scales include such statements as, “I thought that my parents wished I had never 
been born; I believe I was physically abused; someone tried to make me do or watch 
sexual things; people in my family said hurtful and insulting things to me.” 
The utility of the CTQ has been established with both clinical and college 
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samples. One of these studies (Cecero et al., 2004) used the CTQ to capture “childhood 
trauma” in a sample of 292 undergraduate students. Cecero and colleagues offered unique 
support to this study because they established correlations between EMS (as measured by 
the YSQ-SF) and both childhood trauma (measured by the CTQ), and adult attachment. It 
is of further relevance because these relationships were found in a sample of 220 female, 
and 72 male students, comprised of 77.7% Caucasian, 12.4% Latino, 5.2% African 
American, and 4.8% Asian American, who had a mean age of 20.01 years. The CTQ is 
available for, and purchased from Harcourt Assessment. A written request for permission 
to reproduce using a secure online data collection service was submitted and accepted. 
Cronbach’s alphas for the current sample calculated by scale are presented in Table 9.  
 
Neuroticism, Extroversion, Openness to Experience 
Personality Inventory—Revised 
 
The Neuroticism, Extroversion, Openness to Experience Personality Inventory—
Revised (NEO PI-R; Costa & McRae, 1992) is a 240-item questionnaire that measures 
five dimensions or scales of personality (from the 5-factor model of personality), which 
are each defined by six characteristics. The neuroticism scale of the NEO PI-R was  
 
Table 9 
CTQ Scales: Cronbach’s Alpha 
CTQ scales Cronbach’s alpha 
Emotional abuse .81 
Physical abuse .81 
Sexual abuse .95 
Emotional neglect  .87 
Physical neglect .67 
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used to assess relevant aspects of temperament for the current study. The neuroticism 
scale is intended to identify people who are prone to psychological distress. 
The scale is supported by the following six characteristics: anxiety, angry 
hostility, depression, self-consciousness, impulsiveness, and vulnerability. Questions 
supporting the characteristics include sample items such as, “is quick to worry about 
things,” or, “takes things easily (reverse keyed item)” (Costa & McCrae, 1992). Internal 
consistency for the Neuroticism scale of the NEO PI- R, coefficient alpha, was reported 
as ranging from .92 to .93. Alpha’s for the six subscales of the Neuroticism scale 
reportedly ranged from .68 to .86 (Costa & McCrae, 1992). Cronbach’s alpha’s 
calculated for the current sample are presented in Table 10 and ranged from .60 to .84. 
Retest reliability for the Neuroticism scale of the NEO was reported at .87 (McCrae & 
Costa, 1983). A number of studies have been conducted establishing strong indication 
that the Neuroticism scale of the NEO validly measures the attributes of the construct of 
Neuroticism. Criterion group validity, which is to say that measurements of groups of 
individuals will differ in ways predicted by theory, is supported by Miller (1991) who 
indicated that individuals who participated in psychotherapy scored higher on measures  
 
Table 10 
NEO Scales: Cronbach’s Alpha 
NEO-PIR scales Cronbach’s alpha 
Anxiety .79 
Angry hostility .77 
Depression .84 
Self-consciousness .73 
Impulsiveness .60 
Vulnerability .60 
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of Neuroticism. Larsen and Ketelaar (1991) found that “negative-affect induction,” 
presenting subjects with an aversive stimulus, instigated higher levels of emotional 
reactivity in individuals with higher levels of neuroticism. Several studies, such as Costa 
and McCrae (1980), Diener and Emmons (1984), Kendell and colleagues (1984), and 
Meyer and Shack (1989), have linked the construct of Neuroticism to NA. This measure 
was purchased from Psychological Assessment Resources (PAR). A written request for 
permission to reproduce using a secure online data collection service was submitted and 
accepted. 
 
Positive and Negative Affect Schedule  
Negative  
Affectivity in adulthood was measured using the Positive and Negative Affect 
Schedule (PANAS; Watson, Clark, & Tellegen, 1988). The PANAS consists of 20 items 
capturing 10 positive and 10 NAs (see Appendix B for copy of PANAS). The 10 
capturing NA included: distressed, upset, guilty, scared, hostile, irritable, ashamed, 
nervous, jittery, and afraid. The 10 capturing positive items included: attentive, 
interested, alert, excited, enthusiastic, inspired, proud, determined, strong, and active. 
Participants rated items based on strength of emotion on a Likert scale from 1 (very 
slightly or not at all) to 5 (extremely). Cronbach’s alpha for the NA scale was calculated 
at .84. Watson and colleagues reported Cronbach’s alphas for the NA scale at 0.84 to 
0.87, and for the positive affect scale at Cronbach alpha coefficient was 0.86 to 0.90. 
Cronbach’s alpha for the positive affect scale was calculated at .86. Test-retest 
correlations over an 8-week period were .47 to .68 (Watson et al., 1988).  
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Center for Epidemiology Studies— 
Depression Scale  
The Center for Epidemiology Studies—Depression Scale (CES-D; Radloff, 1977) 
is a 20-item 4-point Likert-type scale that assesses current depressive symptoms in non-
psychiatric populations (see Appendix C for copy of CES-D). Respondents indicate how 
often in the past week they have experienced depressive symptoms (1 = Never; 2 = 1-2 
days; 3 = 3-4 days; 4 = 5-7 days). Examples of items from the CES-D include: “I felt 
depressed,” “I had crying spells,” and “I could not get going.” Radloff reported that the 
CES-D discriminated well between psychiatric inpatient and community samples and was 
significantly correlated with clinician ratings of depression severity in a clinical sample. 
In addition, significant positive correlations were observed between the CES-D and other 
self-report measures of depression and NA, while significant negative correlations were 
observed between the CES-D and measures of positive affect (Radloff, 1977). 
Cronbach’s alpha for the CES-D was calculated at .90 in this study. Radloff reported 
alphas ranging from .84 to .90 and test-retest reliabilities from .51 to .67 in 2- to 8-week 
intervals and .41 to .54 for 3- to 12-month intervals.  
 
Maladaptive Schemas Supporting the  
Existence and Measurement of EMS 
 
A number of inventories have been developed to capture EMS including the 
Young Schema Questionnaire (YSQ; Young & Brown, 1990, 2001), the Young Schema 
Questionnaire—Short Form (EMSQ-SF; Cecero et al., 2004), the Schema Questionnaire 
for Children (SQC; Stallard & Rayner, 2005), and the Young Parenting Inventory (YPI; 
Young, 1994). Literature can be confusing with regard to titles of EMS questionnaires, as 
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they seem to vary by source; whereas the official schema therapy website simply 
describes the YSQ long and short forms, other studies such as Cecero and colleagues 
(2004) use the term “Early Maladaptive Schema Questionnaire- Research Version.” As 
far as can be ascertained from the literature, these measures are only dissimilar in title 
and not form. For purposes of this study, the measures will be labeled the YSQ long 
and/or short forms respectively, in accordance with the language used by the developers.  
The YSQ long form is a 205-item self-report questionnaire, which employs a 6-
point Likert scale to assess participants’ perceptions of a given item from “1-completely 
untrue of me” to “6-describes me perfectly.” Questionnaire items are grouped by EMS 
(Young et al., 2003). Schmidt and colleagues (1995) supported the validity and reliability 
of the YSQ long form. Specifically, alpha coefficients for each early maladaptive schema 
ranged from .83 (enmeshment/undeveloped self) to .96 (defectiveness/shame) and test-
retest coefficients from .50 to .82 in a nonclinical population. Strong convergent and 
discriminant validity was demonstrated by correlations in the expected directions with 
measures of psychological distress, self-esteem, cognitive vulnerability to depression, and 
personality disorder symptomatology (Schmidt et al., 1995; Young et al., 2003). Schmidt 
also conducted factor analyses using clinical and non-clinical samples. Data from one set 
of undergraduate college students revealed 17 factors. This included 15 of the 16 original 
factors proposed by Young and Brown (1990). In a second sample taken from the same 
population, cross-validation revealed that 13 factors were replicated from the 17 in the 
first sample. Clinical samples revealed 15 factors that accounted for all but one that 
Young developed based on clinical impressions. Young and colleagues also demonstrated 
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discriminant validity with measures of depression and self-esteem in a nonclinical 
undergraduate population (Young et al., 2003).  
  Cecero and colleagues (2004) investigated scale reliability, factor structure, and 
convergent validity of the “Early Maladaptive Schema Questionnaire-Research Version 
(EMSQ-R).” This is a 75-item (short form) adaptation of the YSQ. Eleven early 
maladaptive schema scales revealed adequate reliability; 14 hypothesized EMS factors 
emerged from factor analysis. Cecero and colleagues (2004) found relationships between 
retrospective reports of childhood emotional abuse or neglect and scores representing 
factors in Domain I (disconnection and rejection) of Young and colleagues’ (2003) EMS 
Domains. They suggested that participants’ perceived “defectiveness may correspond 
with expectations that others will be emotionally unavailable (emotional deprivation) or 
mistrustful and abusive (mistrust/abuse), resulting in excessive inhibition of spontaneous 
action, feeling, or communication to avoid feelings of shame (emotional inhibition;” 
Cecero et al., 2004, p. 355). This was also supported by results from a factor analysis that 
showed items from the emotional deprivation and emotional inhibition scales loaded on 
defectiveness/shame (Domain I). Findings also supported Young and colleagues’ (2003) 
notion of unconditional and conditional EMS. Unconditional EMS (e.g., defectiveness/ 
shame and emotional deprivation) was more associated with childhood trauma than 
conditional EMS, such as subjugation, self-sacrifice, unrelenting standards/ 
hypercriticalness, entitlement/grandiosity, and insufficient self-control/impulsiveness.  
The YSQ short form is similar to the long form; however, is reduced to 75 
questions, which are comprised of the five highest loading items for each factor or EMS. 
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Young and colleagues indicated that the short form has three distinct advantages: it is 
faster to administer, it is more pure factorially, and as research emerges, it will likely be 
used, and therefore supported, more frequently than the long form. These advantages 
make the short form ideal for this study. 
Therein, EMS were captured by the Young Schema Questionnaire-Short Form 
(YSQ-SF; Young & Brown, 1999). The 15 EMS measured through the YSQ-SF were 
collapsed into their respective Domain so that each participant had a score for each of the 
five schema Domains. See the Domains as indicated by the items on the YSQ-SF in 
Figures 7-11 in Chapter IV (Results). Please note, three of the original 18 schemas 
proposed by Young and colleagues (2003) are not included in Domains IV and V. 
Cronbach’s alphas calculated for this study are presented in Table 11.  
 
Table 11 
YSQ Scales: Cronbach’s Alpha 
YSQ-SF scales Cronbach’s alpha 
Emotional deprivation .87 
Abandonment .94 
Mistrust abuse .91 
Social isolation .93 
Defectiveness shame .95 
Failure .95 
Dependence incompetence .76 
Vulnerability to harm .85 
Enmeshment .81 
Subjugation .88 
Self-sacrifice .82 
Emotional inhibition .87 
Unrelenting standards .87 
Entitlement .79 
Insufficient self-control .85 
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CHAPTER IV 
RESULTS 
All analyses evaluate the theoretical pathways presented previously in Figure 6. 
Thus, this section begins with an explanation of descriptive statistics for all participants 
for all observed variables, which includes the five scales of the CTQ, six scales of the 
NEO, 15 EMS scales, and indices of NA. In addition, this section reviews correlations 
among variables within latent constructs and between constructs. Next, the procedure 
used for evaluating the model is defined. Finally, analyses addressing each of the 
research questions and the subsequent results are presented.  
 
Descriptive and Preliminary Analyses 
 
Table 12 contains the means, standard deviations, and skewness statistics for all 
observed variables. All means are in the expected range for a nonclinical, college sample. 
As would be expected, scores were generally skewed in the direction of low scores for 
negative outcomes; fewer NCE, lower neuroticism, lower YSQ scores, and less NA. 
Skewness statistics for all CTQ scales, most YSQ scales, and NA measures exceeded the 
recommended cut off of two times the standard error (Groeneveld & Meeden, 1984; 
Hopkins & Weeks, 1990; Tabachnick & Fidell, 2001). Therefore, these variables were all 
transformed using a log base 10 transformation prior to subsequent analyses.  
 
Bivariate Correlations Within Latent  
Constructs   
Tables 13-15 present correlations within each questionnaire measure. All  
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Table 12 
Descriptive Statistics for All Variables (N = 353) 
 
 
Variables Minimum Maximum Mean SD 
Skewness (Standard 
error = .13) 
CTQ emotional abuse 5 25 8.44 3.50 1.64 
CTQ physical abuse 5 25 6.30 2.62 3.08 
CTQ sexual abuse 5 25 6.07 3.43 3.54 
CTQ emotional neglect  5 25 8.09 3.74 1.72 
CTQ physical neglect 5 25 6.64 2.89 2.72 
NEO Anxiety 8 38 23.27 5.68 0.16 
NEO angry hostility 8 39 20.54 5.32 0.33 
NEO depression 8 40 21.46 6.26 0.58 
NEO self-consciousness 9 38 22.11 5.29 0.26 
NEO impulsiveness 11 37 24.16 4.24 0.03 
NEO vulnerability 12 33 21.55 3.97 0.29 
YSQ emotional deprivation 5 30 9.09 5.12 1.32 
YSQ abandonment 5 30 10.61 6.14 1.31 
YSQ mistrust 5 30 10.78 5.92 1.25 
YSQ social isolation 5 30 10.08 5.70 1.49 
YSQ defectiveness 5 30  8.42 5.34 1.94 
YSQ failure 5 30  9.33 5.71 1.79 
YSQ dependence/incompetence 5 29  8.39 3.86 1.70 
YSQ vulnerability  5 30 8.80 4.77 1.81 
YSQ enmeshment 5 27 7.70 3.69 2.07 
YSQ subjugation 5 28 9.52 4.80 1.44 
YSQ self-sacrifice 5 30 15.74 5.14 0.18 
YSQ emotional inhibition 5 27 10.40 5.22 1.01 
YSQ unrelenting standards 5 30 17.70 5.91 -0.10 
YSQ entitlement grandiosity 5 30 12.10 5.00 0.73 
YSQ insufficient self-control 5 30 11.72 4.99 0.79 
PANAS negative affect 11 46 21.69 6.62 0.64 
PANAS positive affect  10 50 35.40 6.45 -0.53 
CESD depression 20 65 34.12 9.21 1.10 
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Table 13 
Correlations Within CTQ Scales 
Childhood trauma 
questionnaire 
Emotional 
abuse 
Physical 
abuse 
Sexual 
abuse 
Emotional 
neglect 
Physical 
neglect 
Emotional abuse   .63** .51** .65** .48** 
Physical abuse    .58** .56** .54** 
Sexual abuse     .47** .42** 
Emotional neglect      .62** 
Physical neglect       
** p < .01. 
 
Table 14 
Correlations Within NEO Neuroticism Scales 
NEO subscale 
NEO 
anxiety 
NEO angry 
hostility 
NEO 
depression 
NEO self-
consciousness 
NEO 
impulsiveness 
NEO 
vulnerability 
NEO anxiety   .47** .63** .58** .32** .69** 
 NEO angry hostility    .45** .41** .36** .43** 
NEO depression     .70** .33** .67** 
NEO self-consciousness      .36** .60** 
 NEO impulsiveness       .40** 
NEO vulnerability        
** p < .01. 
 
subscales of the CTQ have medium to large , and significant correlations with one 
another. The weakest correlations were observed between physical neglect and sexual 
abuse (.423), and sexual abuse and emotional neglect (.471). 
Correlations within the subscales of the NEO were all medium to large and 
statistically significant. The NEO impulsiveness scale had the weakest correlations with 
correlations ranging from .319 (anxiety), to .398 (vulnerability); however, they were still 
considered to be medium level correlations.
 Table 15 
 
Correlations Within YSQ Scales 
 
Variable  1  2  3  4  5  6  7 8  9  10 11  12  13 14 15 
Unconditional EMS                
1.  YSQ emotional deprivation  
transformed 
 .49** .63** .59** .62** .46** .41** .44** .35** .20** .36** .50** .48** .14* .20** 
2. YSQ abandonment transformed    .57** .51** .49** .47** .46** .51** .43** .27** .40** .51** .32** .20** .27** 
3. YSQ mistrust  transformed      .65** .63** .52** .47** .65** .44** .36** .43** .60** .55** .29** .29** 
4. YSQ social isolation  transformed        .69** .51** .51** .52** .44** .25** .39** .61** .58** .24** .21** 
5. YSQ defectiveness  transformed          .65** .53** .53** .48** .22** .43** .61** .55** .12* .16** 
6. YSQ failure  transformed            .55** .57** .49** .17** .51** .64** .44** .14** .29** 
7. YSQ dependence/ incompetence  
transformed 
             .53** .56** .23** .42** .6** .41** .11* .19** 
8. YSQ vulnerability  transformed                .58** .28** .50** .61** .44** .15** .23** 
9. YSQ enmeshment  transformed                  .35** .42** .61** .45** .13* .22** 
10. YSQ entitlement/ grandiosity  
transformed 
                   .49**     .38** .20** 
11. YSQ insufficient self-control 
transformed 
                         .16** .18** 
Conditional EMS                
12. YSQ subjugation  transformed                     .28** .53**  .55** .22** .30** 
13. YSQ emotional inhibition 
transformed 
                  .33** .44**    .22** .14** 
14. YSQ unrelenting standards                            .47** 
15. YSQ self-sacrifice                              
* Correlation is significant at the 0.05 level (2-tailed). 
** Correlation is significant at the 0.01 level (2-tailed). 
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The NA scale of the PANAS and the CESD demonstrated a large and significant 
correlation of .66. The positive affect scale of the PANAS and the CESD demonstrated a 
medium and significant negative correlation at -.42. The positive affect scale of the 
PANAS and the NA scale of the PANAS demonstrated a small but significant negative 
correlation of -.28.  
Table 15 presents correlations among the YSQ-SF scales. Note each scale of the 
YSQ-SF has been presented together; as will be discussed below. Intercorrelations among 
EMS were all statistically significant. The strongest correlations within the theoretical 
domains were observed in Domain I (range from r = .487 for abandonment and 
defectiveness to r =.687 for social isolation and defectiveness) and Domain II (range 
from r = .488 for failure and enmeshment to .578 for vulnerability and enmeshment). 
Notably correlations were relatively weaker in strength as EMS became more 
theoretically conditional and/or in the latter three domains, however note many of these 
correlations were still medium level. Therein, correlations within Domains III through V 
revealed small to medium and significant correlations. See Table 15 for intercorrelations 
among EMS scales.  
 
Bivariate Correlations Between  
Constructs   
Table 16 presents correlations between the subscales of the CTQ and the 
subscales of the NEO. Small to medium sized correlations were observed between the 
CTQ scales of emotional abuse and emotional neglect and most of the NEO scales.  
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Table 16 
Correlations Between CTQ Scales and NEO Scales 
Variable 
NEO 
anxiety 
NEO angry 
hostility 
NEO 
depression 
NEO self-
consciousness 
NEO 
impulsiveness 
NEO 
vulnerability 
CTQ emotional abuse .30** .31** .38** .30** .22** .33** 
CTQ physical abuse .10 .20** .20** .13* .08 .18** 
CTQ sexual abuse .15** .18** .13** .15** .12* .15** 
CTQ emotional neglect .23** .27** .28** .21** .09 .28** 
CTQ physical neglect .14** .19** .19** .11* -.01 .13* 
 
*  p < .05 
**  p < .01 
 
Correlations between NEO scales and physical and sexual abuse variables were generally 
smaller and less consistent.  
Table 17 displays bivariate correlations between the subscales of the YSQ and the 
subscales of the CTQ. Medium to large correlations were observed between the CTQ 
scores and the YSQ Domain of emotional deprivation, while small, non-significant 
correlations were observed with the YSQ Domains of self-sacrifice, entitlement/ 
grandiosity, and unrelenting standards. Generally, correlations were small between CTQ 
scales and YSQ scales that fall under the conditional (malleable/less severe) category, 
and were medium to large between CTQ scales and YSQ scales that fall under the 
Unconditional (obdurate to change/more severe) category.  
Table 18 displays bivariate correlations between the subscales of the YSQ and the 
NEO. The trend remained toward small correlations between NEO scales and YSQ scales 
that fall under the conditional (malleable/less severe) category, relative to the mostly 
medium relationships observed between NEO scales and unconditional YSQ scales 
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Table 17 
Correlations Between YSQ Scales and CTQ Scales 
Variable 
CTQ emotional 
abuse 
CTQ physical 
abuse 
CTQ sexual 
abuse 
CTQ emotional 
neglect 
CTQ physical 
neglect 
Unconditional EMS      
 YSQ emotional deprivation .51** .36** .25** .59** .40** 
 YSQ abandonment .23** .13* .17** .26** .11* 
 YSQ mistrust .40** .21** .20** .33** .20** 
 YSQ social isolation .36** .18** .10 .30** .17** 
 YSQ defectiveness .33** .22** .19** .29** .19** 
 YSQ failure .35** .17** .14** .28** .19** 
 YSQ dependence 
incompetence 
.25** .19** .14** .22** .12* 
 YSQ vulnerability .40** .24** .26** .31** .27** 
 YSQ enmeshment .18** .17** .15** .17** .15** 
 YSQ entitlement grandiosity .07 .05 .00 .01 .03 
 YSQ insufficient self-control .33** .17** .15** .22** .09 
Conditional EMS      
 YSQ subjugation .34** .18** .17** .28** .13* 
 YSQ self-sacrifice .12* .03 .07 .01 .04 
 YSQ emotional inhibition .26** .11* .06 .24** .17** 
 YSQ unrelenting standards .05 -.04 .02 -.08 -.01 
 
*  p < .05. 
**  p < .01. 
 
(obdurate to change/more severe). However, notice the relative strength of the YSQ 
Insufficient Self-Control and NEO scales, which makes intuitive sense given the inherent 
association with a tendency toward emotional instability and/or reactivity.  
Table 19 displays bivariate correlations between the subscales of the YSQ and the 
measures of NA, which include the NA scale of the PANAS and the single score on the 
CESD. The positive affect scale of the PANAS is included as a negative indicator of NA. 
The subscales of the YSQ demonstrated small to large and significant correlations with  
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Table 18 
Correlations Between YSQ Scales and NEO Scales 
Scale 
NEO 
anxiety 
NEO angry 
hostility 
NEO 
depression 
NEO self-
consciousness 
NEO 
impulsiveness 
NEO 
vulnerability 
Unconditional EMS       
YSQ emotional 
deprivation 
.23** .28** .41** .32** .11* .28** 
YSQ abandonment .41** .36** .44** .36** .23** .47** 
YSQ mistrust .41** .43** .48** .40** .33** .39** 
YSQ social 
isolation 
.30** .36** .51** .47** .19** .39** 
YSQ defectiveness .32** .33** .55** .48** .20** .41** 
YSQ failure .38** .27** .59** .48** .25** .49** 
YSQ dependence 
incompetence 
.26** .21** .38** .34** .23** .40** 
YSQ vulnerability .45** .34** .40** .39** .34** .42** 
YSQ enmeshment .20** .19** .24** .25** .20** .28** 
YSQ entitlement 
grandiosity 
.02 .25** .03 .02 .26** .08 
YSQ insufficient 
self-control 
.31** .28** .42** .35** .45** .46** 
Conditional EMS       
YSQ subjugation .38** .27** .50** .46** .30** .53** 
YSQ self-sacrifice .13* -.10 .17** .10 .12* .08 
YSQ emotional 
inhibition 
.23** .29** .36** .43** .10 .29** 
YSQ unrelenting 
standards 
.09 .05 .11* .10 .09 .01 
*  p < .05. 
**  p < .01. 
 
the CESD and PANAS, although the tendency was toward medium level correlations. 
The previously observed trend remains with YSQ scales from the Unconditional category 
demonstrating stronger relationships with NA than those in the Conditional category, 
again with the exception of Insufficient Self-Control and Emotional Inhibition in this 
case.  
55 
 
Table 19 
Correlations Between YSQ Scales and Negative Affect Scales 
Scale CESD PANAS NA PANAS PA 
Unconditional EMS    
YSQ emotional deprivation .42**  .30**  -.18** 
YSQ abandonment .47** .38**  -.18** 
YSQ mistrust .55** .41**  -.21** 
YSQ social isolation .55** .35**  -.30** 
YSQ defectiveness .49** .38**  -.31** 
YSQ failure .55** .38**  -.30** 
YSQ dependence incompetence .43** .34**  -.20** 
YSQ vulnerability .52** .48**  -.26** 
YSQ enmeshment .36** .29**  -.15** 
YSQ entitlement grandiosity .17** .23** .06 
YSQ insufficient self-control .38** .38** -.21** 
Conditional EMS    
YSQ subjugation .52** .37**  -.26** 
YSQ self-sacrifice .201** .05 .08 
YSQ emotional inhibition .42** .27** -.19** 
YSQ unrelenting standards .14** .07 .17** 
**  p < .01. 
 
Table 20 displays bivariate correlations between the subscales of the CTQ and the 
measures of NA. The CTQ scales demonstrate small to medium correlations with the 
CESD and PANAS. Table 21 displays bivariate correlations between the subscales of the 
NEO and measures of NA. Medium to large correlations were observed between NA and 
all the scales of the NEO with the exception of Impulsiveness.  
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Table 20 
Correlations Between CTQ Scales and Negative Affect Scales 
Scale CESD PANAS NA PANAS PA 
CTQ emotional abuse .35** .37** -.27** 
CTQ physical abuse .23** .24** -.16** 
CTQ sexual abuse .17** .22** -.10 
CTQ emotional neglect .27** .27** -.28** 
CTQ physical neglect .21** .18** -.19** 
** p < .01. 
 
Table 21 
Correlations Between NEO Scales and Negative Affect Scales 
Scale PANAS NA PANAS PA CESD 
NEO anxiety .55** -.32** .52** 
NEO angry hostility .41** -.27** .47** 
NEO depression .56** -.44** .69** 
NEO self-consciousness .49** -.36** .52** 
NEO impulsiveness .32** -.13* .26** 
NEO vulnerability .52** -.44** .56** 
** p < .01 
 
 
 
Description of the Models Used in the SEM Procedures 
 
Description of Procedure for Testing  
Model Fit 
A broad array of fit statistics was considered to assess fit between the theoretical 
model and the data observed. In AMOS 16.0 output testing goodness of fit, three models 
are considered, the independence model, the saturated model, and the model proposed by 
the researcher. The independence model assumes no variables are correlated; the 
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independents do not correlate with the dependents. The saturated model is a model that 
will always hold true; the model always fits the data. The researcher’s model will likely 
fall somewhere along the continuum between the two aforementioned models (Byrne, 
2001; Tabchnick & Fidell, 2001) 
What is goodness of fit? In lay terms, you have the actual relationships among 
your variables, which you are trying to capture through the data, and the model, which is 
a theoretical way to explain or predict the patterns of relationship among the variables. 
What we hope for in science is a model that can predict as accurately as possible the data 
that represents reality. The null hypothesis being tested in SEM is that the theorized 
model is supported by the data represented or observed in the population (Byrne, 2001). 
Ideally, there would be no difference between the theorized model, and the observed data 
of a population, or in this case a sample from a population. Thus, SEM is a confirmatory 
technique and the hope is to not refute the null hypothesis; in SEM one is essentially 
testing the viability of a theory (Tabchnick & Fidell, 2001). The more a model deviates 
from, or refutes, the null hypothesis, the poorer the model fit (Byrne, 2001). 
Multiple forms of testing model fit have been developed, and opinions vary on 
which forms of fit should be included. Fit indices considered in this study were based on 
Bollen and Long (1993), Byrne (2001), Kenny (2008), and Raykov and Marcoulides 
(2000); overall chi square value (x2), degrees of freedom (df), the chi square to degrees of 
freedom ratio, the comparative fit index (CFI), the normed fit index (NFI), and the root 
mean square error of approximation (RMSEA) with its corresponding 90% confidence 
interval.  
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The chi-square statistic is one of the most frequently used theoretical probability 
distributions in inferential statistics, and is often looked at as the first measure of fit 
(Byrne, 2001; Tabchnick & Fidell, 2001). The chi square is essentially painting a picture 
of the range of values in a distribution, and the probability a random value can fall within 
a given range. When thought of in terms of a target and an arrow, the target is the total 
range of values, the arrow is one random value that can fall within the range. A whole 
bunch of arrows represent multiple data points. The chi-square has utility because if the 
null hypothesis is true (not refuted but maintained), distributions can be supported in 
approximating a chi-square distribution; where the chi-square distribution is the ideal 
range of values, and the observed data falls within these values. Again, the chi-square 
distribution is the target, and the observed values are the arrows dotting the target surface 
(approximating the target). The chi-square, while useful, is sensitive to both skewness 
and sample sizes of 200 or larger (Kenny, 2008). The larger the sample size, the higher 
the probability of mistakenly refuting the null hypothesis (Tabchnick & Fidell, 2001). 
Thus, the chi-square is a good starting point when looking at model fit, but other means 
of assessing model fit have been developed.  
The chi-square to degrees of freedom ratio (CMIN/DF) is one such alternative to 
simply looking at chi-square significance. The CMIN/DF is the minimum sample 
discrepancy (between the elements of the sample data and the perfect fit) divided by the 
model’s degrees of freedom (Byrne, 2010). Chi-square to degrees of freedom ratios 
around 2 to 1, 3 to 1, and sometimes 5 to 1, have been suggested as acceptable; however 
it seems most prudent to stay around 2 to 3 (Byrne, 2001, 2010).  
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The CFI is another index of fit. The CFI has a range of 0 to 1. On the extreme 
lower end (0) is the independence model that corresponds to variables that are completely 
unrelated. The extreme upper value (1) corresponds to the saturated or perfect model. 
Thus, the closer the observed model is to the saturated model the closer the fit between 
theory and data. Values at or greater than .90 are considered to be a minimally acceptable 
model (Kenny, 2008; Tabchnick & Fidell, 2001). Values larger than .95 are considered to 
represent a good fitting model. 
The Bentler Bonett, or NFI, also has a range of 0 to 1, where 0 represents the 
goodness of fit relating to a null (uncorrelated) model, a 1 represents a saturated model or 
essentially a model that perfectly predicts reality (Schumacher & Lomax, 1996). Similar 
to the CFI, a value greater than or equal to .90 is considered minimally adequate fit 
(Kenny, 2008; Schumacker & Lomax, 1996; Tabchnick & Fidell, 2001).  
The RMSEA is also a measure of the general model fit, and was first proposed by 
Steiger and Lind (1980) and has become in recent years a highly recognized criterion in 
covariance structure modeling (Byrne, 2001). The RMSEA “asks the question, how well 
would the model, with unknown but optimally chosen parameter values, fit the 
population covariance matrix if it were available?” (Byrne, 2001, p. 84). Values of less 
than .05 suggest good model fit, and values over this up to about .08 represent acceptable 
errors of approximation (Brown & Cudeck, 1993; Byrne, 2001). As values exceed .08 up 
to .10 they are considered a mediocre fit, and anything over .10 is considered poor 
(Byrne, 2001).  
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Preliminary Measurement Models 
The models for these analyses were created to explore the pathways described by 
Young and colleagues (2003). Before exploring pathways within the model as a whole, 
the constructs representing each observed component of the model were preliminarily 
analyzed to see how each latent construct accounted for the variability in observed 
variables of the selected measures. For instance, a model was developed to assess how 
the construct of “NCE” accounted for the variability in the observed variables of 
emotional neglect, physical abuse, emotional abuse, physical neglect, and sexual abuse as 
measured by the CTQ. Variables included in the models were transformed as noted 
previously to address problems with skewness. All models were tested using Maximum 
Likelihood estimation method, and the covariance matrix was analyzed. For all 
measurement models, exogenous variables and error terms were uncorrelated unless 
otherwise noted for specific models. The pathways between the observed variables and 
their error terms were constrained to one for all models. The metric of the latent variables 
were set to one for all models.  
Negative childhood experiences. The initial test for the measurement model 
using all five observed variables resulted in a significant chi-square, and overall quite 
poor values for the fit indices, χ2 (5, N = 353) = 21.36, p =.001. The chi square to degrees 
of freedom ratio was 4.27. The model yielded an NFI of .802 and CFI of .833. The 
RMSEA for the model was .096 with a 90% confidence interval from .057 to .140. Model 
modification procedures were undertaken to determine a theoretically consistent, good 
fitting construct for inclusion in the final model testing. First, the sexual abuse variable 
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was removed from the model, as it had demonstrated the weakest relationship with the 
overall construct in the initial testing and is considered to be somewhat theoretically 
distinct from emotional and physical abuse and neglect. This modification did not 
produce an adequate fit, χ2 (2, N = 353) = 15.57, p =.001. The chi square to degrees of 
freedom ratio was 7.79. The model yielded an NFI of .851 and CFI of .862. The RMSEA 
for the model was .139 with a 90% confidence interval from .080 to .207. Modification 
indices suggested that the error terms for emotional abuse and physical neglect be 
allowed to covary. This modification yielded a strong fit. The final measurement model 
for NCE is represented in Figure 7 and demonstrates strong and significant relationships 
between the four observed variables and the construct. The estimation of the model 
yielded a non-significant chi-square value, χ2 (1, N = 353) = .938, p =.333. The chi square 
to degrees of freedom ratio was .938. The model yielded an NFI of .998 and CFI of 
1.000. The RMSEA for the model was .000 with a 90% confidence interval from .000 to 
.139. Thus, the various indices of model fit were consistent in supporting an adequate fit 
for the theorized model. The squared multiple correlations for NCE were .68 for 
Emotional Abuse, .44 for Physical Abuse, .57 for Emotional Neglect, and .52 for 
Physical Neglect. This suggests that, once modified, the construct of Negative Childhood 
Experience accounted for between 44% and 69% of the variability in the four observed 
variables, indicating this construct is a strong representation of the data.  
Temperament. The measurement model for the temperament construct was 
initially tested with the six subscales of the neuroticism scale of the NEO-PIR. The initial 
test of the model yielded mixed results. The estimation of the model yielded a significant  
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Note. All pathways are significant at p < .01. 
Figure 7. Measurement model for NCE. 
 
chi-square value, χ2 (9, N = 353) = 36.29, p < .001. The chi square to degrees of freedom 
ratio was 4.031. The model yielded an NFI of .961 and CFI of .971. The RMSEA for the 
model was .093 with a 90% confidence interval from .063 to .125. Noting relatively 
weaker relationships between the anxiety and depression subscales and the overall 
construct, relative to other subscales, and recognizing the conceptual overlap between the 
anxiety and depression subscales and the dependent variables for the larger theoretical 
model, the anxiety and depression scales were removed. This modification resulted in an  
adequate fit. As can be seen from Figure 8, the four remaining observed variables yielded 
strong and significant relationships with the latent construct labeled temperament. The 
estimation of the model yielded a non-significant chi-square value, χ2 (2, N = 353) = 2.53, 
p = .285. The chi-square to degrees-of-freedom ratio was 1.256. The model yielded an 
NFI of .992 and CFI of .998. The RMSEA for the model was .027 with a 90% confidence 
interval from .000 to .113. Thus, the various indices of model fit were consistent in  
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 Note. All pathways are significant at p < .01. 
Figure 8. Measurement model for temperament. 
 
supporting an adequate fit for the theorized model. The squared multiple correlations for 
temperament were .31 for anger/ hostility, .57 for self-consciousness, .26 for 
impulsiveness, and .62 for vulnerability. This suggests that the idea of neurotic 
temperament accounted for between 26% and 62% of the variability in these four 
observed variables indicating this construct is a strong representation of the data. 
Domain I. The test of the measurement model for Domain I: Disconnection and 
Rejection, included the five variables from Domain I of the YSQ-SF. Results indicated 
that the theoretical construct presented by Young and colleagues was an good fit with the 
data with no model modifications. As can be seen from Figure 9, all observed variables 
demonstrated strong and significant relationships with the latent construct labeled 
Domain I. The estimation of the model yielded a significant chi-square value, χ2 (5, N 
= 353) = 12.90, p =.024. However, the chi square to degrees of freedom ratio was 2.58.  
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 Note. All pathways are significant at p < .01. 
Figure 9. Measurement model for Doman I. 
 
The model yielded an NFI of .985 and CFI of .991. The RMSEA for the model 
was .067 with a 90% confidence interval from .022 to .113. Thus, the various indices of 
model fit were consistent in supporting an adequate fit for the theorized model. The 
squared multiple correlations for disconnection and rejection were .42 for abandonment, 
.57 for emotional deprivation, .66 for mistrust, .66 for social isolation, and .65 for 
defectiveness, respectively. This suggests that the construct of disconnection and 
rejection accounted for between 42% and 66% of the variability in these five observed 
variables, indicating this construct is a strong representation of the data. 
Domain II. Results for Domain II indicated that the theoretical construct 
presented by Young and colleagues was adequately represented by the data. As can be 
seen from Figure 10, all observed variables demonstrated strong and significant  
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Note. All pathways are significant at p <.01. 
Figure 10. Measurement model for Domain II. 
 
relationships with the latent construct labeled impaired autonomy. The estimation of the 
model yielded a significant chi-square value, χ2 (2, N = 353) = 7.35, p = .025, but the chi 
square to degrees of freedom ratio was 3.67. The model yielded an NFI of .985 and CFI 
of .989. The RMSEA for the model was .087 with a 90% confidence interval from .026 to 
.159. Thus, the various indices of model fit were consistent in supporting a minimally 
adequate fit for the theorized model with no modifications. The squared multiple 
correlations for impaired autonomy were .52 for failure, .55 for dependence/ 
incompetence, .58 for vulnerability, and .54 for enmeshment, respectively. This suggests 
that the construct of impaired autonomy accounted for between 52% and 58% of the 
variability in these four observed variables indicating this construct is a strong 
representation of the data.  
Domains III-V. When the measurement models for Domains III-V were run as 
initially hypothesized, they all yielded unidentifiable models. The models were run again 
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using the asymptotic distribution-free estimation, rather than the maximum likelihood 
estimation and again were unidentified as models. The next step was to constrain 
alternate parameters; by default AMOS selects one of the regression pathways and 
constrains it to one so that there is a known parameter as a frame of reference. Following 
this procedure, the variances of selected observed variables were constrained to zero and 
the models still remained unidentified. This problem is not uncommon in cases where 
there are insufficient degrees of freedom to calculate an identified model.  
  As conceptually indicated by the theory presented by Young and colleagues 
(2003) the EMS inherent to domains IV and V are considered conditional, and thus 
represent a hypothesized construct subsuming these two domains. It is also theoretically 
viable to argue that the EMS inherent to Domain III are in fact more conceptually related 
to those EMS in Domains IV and V. Whereas, the EMS associated with Domains I and II 
are defined by negative, abusive experiences, those inherent to Domain III are actually 
based on a lack of boundaries, coddling, or lack of limit setting and are conceptually 
quite different. In support of this, Table 15 (shown earlier) reveals that there were high 
degrees of intercorrelations among these variables, suggesting they are not especially 
unique to their respective hypothesized construct and/or that they are all capturing a 
construct unique to their shared variability.  
Based on the above observation, and supported by the aforementioned intricacies 
of schema theory, the decision was made to test a model utilizing the observed variables 
representing Domains III through V. By doing so, although models for Domains III, IV, 
and V were not identified based on initial hypotheses, a model representing a construct 
67 
 
simply defined as collapsed Domains III, IV, and V was identified. The initial test of the 
model yielded indices of poor fit, χ2 (9, N = 353) = 124.249, p < .001. The chi square to 
degrees of freedom ratio was 13.805. The model yielded an NFI of .602 and CFI of .612. 
The RMSEA for the model was .191 with a 90% confidence interval from .162 to .221. 
However, modification indices suggested allowing several error terms to covary. With 
these additional correlations added to the model, as can be seen in Figure 11, adequate fit 
was achieved and all observed variables in this model demonstrated strong and 
significant relationships with the latent construct labeled Domains III-V. The estimation 
of the model yielded a significant chi-square value, χ2 (6, N = 353) = 20.33, p = .002. 
 
Note. All pathways are significant at p < .01. 
Figure 11. Measurement model for collapsed Domain III, IV, and V. 
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However, the chi square to degrees of freedom ratio was less than 5 (3.39). The model 
yielded an NFI of .963 and CFI of .973. The RMSEA for the model was .082 with a 90% 
confidence interval from .045 to .123. Thus, although there was variability among the fit 
indices, overall results suggest a minimally adequate fit for the model that collapsed the 
observed variables for Domains III, IV, and V. The squared multiple correlations for this 
construct were .14 for entitlement/grandiosity, .42 for insufficient self-control, .69 for 
subjugation, .44 for emotional inhibition, and .08 for unrelenting standards, and .10 for 
self-sacrifice. This suggests that the construct accounted for between 8 and 69 percent of 
the variability in these six observed variables. 
Negative affect. A model using the observed variables reflected by the CES-D 
and the NA scale of the PANAS was not identified. To increase the likelihood of 
achieving an identified model and to make use of available data, the Positive Affect scale 
of the PANAS was then incorporated as a negative indicator of the construct. This also 
yielded an unidentified model. As it had been dropped from the measurement model for 
the NEO, the Depression scale of the NEO was available and was incorporated into the 
measurement model for NA. Although this yielded an identified model, fit indices were 
less than ideal. The estimation of the model yielded a significant chi-square value, χ2 (2, 
N = 353) = 8.229, p = .016. The chi square to degrees of freedom ratio was 4.115. The 
model yielded an NFI of .984 and CFI of .988. The RMSEA for the model was .094 with 
a 90% confidence interval from? Modification indices suggested that the error terms for 
the NEO depression scale and the PANAS positive affect scale be allowed to covary. By 
following these steps a good fitting model was identified.  
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As can be seen from Figure 12, these observed variables demonstrated strong and 
significant relationships with the latent construct labeled “negative affect.”  The 
estimation of the model yielded a non-significant chi-square value, χ2 (1, N = 353) = 2.31, 
p =.128. The chi square to degrees of freedom ratio was 2.31. The model yielded an NFI 
of .996 and CFI of .997. The RMSEA for the model was .061with a 90% confidence 
interval from .000 to .169. Thus, the various indices of model fit were consistent in 
supporting an adequate fit for the theorized model. The squared multiple correlations for 
NA were .80 for CES-D, .51 for PANAS NA, .60 for NEO Depression, and .21for 
PANAS Positive Affect. This suggests that the construct of NA accounted for between 
21% and 80% of the variability in these four observed variables, indicating this construct 
is a strong representation of the data. 
 
Testing Primary Theoretical Models 
Domain I. The first theoretical model (Figure 13) was tested using maximum 
likelihood estimation procedures. The test of the first model yielded theoretically  
Note. All pathways are significant at p < .01. 
Figure 12. Measurement model for negative affect.  
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Figure 13. Domain I: SEM results. 
 
consistent results. Strong direct paths were observed between temperament and NA and 
between temperament and Domain I of the YSQ. However, no direct relationship was 
observed between the latent construct of NCE and NA. An indirect pathway emerged 
from NCE through YSQ Domain I to NA. In addition, there was an indirect pathway 
from temperament, to YSQ Domain I, and NA. Although it is possible to have indirect 
pathway from temperament through NCE to NA and/or from NCE through Temperament 
to NA, this was not theoretically posited and therefore was not assessed. Table 22 
presents standardized direct and indirect effects from the NCE and temperament 
constructs to NA. The direct path from temperament to NA was the strongest of all 
hypothesized pathways. 
The estimation of the model yielded a significant chi-square value, χ2 (111, N = 
353) = 387.025, p < .001. The chi-square to degrees-of-freedom ratio was 3.48. The 
model yielded an NFI of .878 and CFI of .909. The RMSEA for the model was .084 with  
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Table 22 
Standardized Direct and Indirect Effects for Domain I 
Variable 
Domain I: 
Direct effect 
Negative affect 
direct effect 
Negative affect 
indirect effect 
Temperament .54 .84 .07 
Negative childhood experience .32 .06 .04 
 
 
a 90% confidence interval from .075 to .093. Thus, while there was variability in indices 
of model fit, most indices suggested that the model was a minimally adequate fit with the 
data. The squared multiple correlations for NA and YSQ Domain I: Disconnection and 
Rejection were .93 and .54, respectively; suggesting that the CTQ and NEO constructs 
accounted for almost 54% of the variance in the YSQ Domain I construct, and the direct 
and indirect pathways from CTQ, NEO, and YSQ Domain I accounted for 93% of the 
variability in NA.  
Domain II. As demonstrated in Figure 14, the test of the second model did not 
yield theoretically consistent results. As with Domain I strong direct paths were observed 
between temperament and NA and between temperament and Domain II of the YSQ. 
Similarly, a significant direct pathway emerged from NCE to Domain II. Differing from 
Domain I, a small significant direct relationship was observed between the latent 
construct of NCE and NA. In addition, converse to Domain I, no indirect pathways 
emerged from NCE and/or temperament, to YSQ Domain II and NA. Table 23 presents 
standardized direct and indirect effects from the CTQ and NEO constructs to NA. Again, 
consistent with the model for Domain I, the direct path from temperament to NA was the 
strongest of all hypothesized pathways. 
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Figure 14. Domain II: SEM results. 
 
Table 23 
Standardized Direct and Indirect Effects for Domain II 
Variable 
Domain II 
direct effect 
Negative affect 
direct effect 
Negative affect 
indirect effect 
NEO  .63 .86  .05 
 CTQ  .20 .09 .02 
 
 
  The estimation of the model yielded a significant chi-square value χ2 (96, N = 
353) = 254.30, p < .001. The chi-square (χ2) to degrees-of-freedom ratio was 2.65. The 
model demonstrated an NFI of .903 and CFI of .937. The RMSEA for the model was 
.068 with a 90% confidence interval of .058 to 079. For the second model, fit indices 
suggested an adequate fit with the data. Squared multiple correlations for NA and YSQ 
Domain II: Impaired autonomy were .92 and .53, respectively, suggesting that the NCE 
and Temperament constructs accounted for 53% of the variance in the YSQ Domain II 
construct, and the direct and indirect pathways from NCE, Temperament, and YSQ 
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Domain II accounted for 92% of the variability in NA. 
  
Combining Domains III, IV, and V 
As mentioned above, a third model was tested by combining the EMS from 
Domains III, IV, and V. As with Domain I and II, strong direct paths were observed 
between temperament and NA and between temperament and the collapsed domain (see 
Figure 15). A small significant direct relationship was observed between the latent 
construct of the NCE and NA. A small significant relationship also emerged from NCE to 
the collapsed domain. However, the pathway from the collapsed Domains II-V to NA 
was not significant, negating the possibility of indirect effects on NA through Domains 
III-V. Table 24 presents standardized direct and indirect effects from the CTQ and 
temperament constructs to NA. Consistent with the model for Domain I and II, the direct 
path from temperament to NA was the strongest of all hypothesized pathways. 
The estimation of the collapsed model yielded a significant chi-square value χ2 
(124, N = 353) = 447.95, p < .001. The chi-square (χ2) to degrees-of-freedom ratio was  
Figure 15. Collapsed Domains III, IV, V SEM results. 
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Table 24 
Standardized Direct and Indirect Effects for Domain II 
Variable 
Collapsed domain 
direct effect 
Negative affect 
direct effect 
Negative affect 
indirect effect 
NEO  .70 .93  -.02 
 CTQ  .13 .11  -.00 
 
 
3.61. The model demonstrated an NFI of .843 and CFI of .880. The RMSEA for the 
model was .086 with a 90% confidence interval of .078 to .095. Thus, while some 
variability existed among the fit indices, the bulk of the measures of fit suggested a poor 
fit for the model. Squared multiple correlations for NA and YSQ collapsed Domains III, 
IV, and V were .92 and .57, respectively, suggesting that the NCE and temperament 
constructs accounted for 57% of the variance in the YSQ Collapsed construct, and the 
direct and indirect pathways from NCE, temperament, and YSQ Collapsed accounted for 
92% of the variability in NA. 
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CHAPTER V 
DISCUSSION 
 
In their groundbreaking book, Schema Therapy, Young and colleagues (2003) 
proposed a theoretical model linking childhood experience, temperament, and what they 
termed “early maladaptive schemas” (EMS) to the chronic experience of NA and 
characterological issues, and/or long standing maladaptive patterns of thinking, feeling, 
and relating in adulthood. While Young’s theory has received considerable attention, 
little research has looked at the specific theoretical pathways proposed by Young. Models 
were developed based on Young’s theory to explore the pathways proposed by Young 
and colleagues in which NCE, in conjunction with inborn temperament, lead to 
development of EMS, and to many outcomes such as an increased experience of NA or 
depression in adulthood. The results of this study were mixed with some components of 
the model standing robustly and others suggesting areas for future research.  
The models tested in this study followed theoretical guidelines established by 
Young and colleagues (2003) in the following fashion. Although many models could and 
should be tested with respect to Young’s theory, as a first step five models were 
proposed, based on the five theoretical EMS domains, to explore the pathways 
hypothesized by Young and colleagues. In order to approximate the model proposed by 
Young and colleagues, self-reports were used to establish measurement models, or 
constructs contributing to the model representative of Young’s theory.  Therein, each 
model included a measurement of NCE, temperament, EMS, and the adult outcomes of 
NA and depression.    
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Building from the above, the goal of this study was to test five separate models 
associated with each of the five proposed EMS domains. However, preliminary analyses 
revealed that, while the models for Domains I and II were “identified” or supported as 
theoretical constructs, the models for Domains III, IV, and V could not be computed 
successfully as measured with only two observed variables each. Thus, Domains III, IV, 
and V were combined into a single domain. This resulted in testing three overall 
models—the model representing Domain I, Domain II, and the collapsed Domains III, 
IV, and V. The discussion points to follow are intended to present the broad findings of 
this study, while exploring strengths, limitations, and directions for future research.  
 
Overall Fit of the Models 
 
As will be discussed, only Domain I yielded theoretically consistent results. 
While Domain II was identified as a construct, the test of this model did not yield 
theoretically consistent results; the EMS construct for Domain II did not yield indirect 
pathways from NCE and/or temperament and the adult outcome of NA. The models 
testing domains III, IV and V did not yield admissible results and thus, Domains III, IV, 
and V were collapsed and a model representing this collapsed domain was identified. 
This model, however, yielded a poor fit with the data.  
 
Results for Domains I, II, and the  
Collapsed Domain III, IV, and IV 
 
Domain I. Based on Young and colleagues (2003) theory, the only model that 
yielded theoretically consistent results was Domain I. Therein, the model representative 
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of Domain I (disconnection and rejection) revealed significant indirect pathways from 
both NCE and temperament, through Domain I, to the outcome of NA. This lends support 
to Young and colleagues’ assertion that, relative to Domain I, NCE and/or temperament 
influence the development of EMS and in turn have the capacity to influence the 
experience of NA and depression in adulthood.  However, as will be discussed below 
certain measurement and sampling issues would need to be addressed to more confidently 
make these claims.  
Domain II. While it was expected Domain II would yield similar results, it was 
found the EMS construct of Impaired Autonomy did not result in indirect pathways from 
NCE and/or temperament to NA/depression in adulthood.  Assuming these observations 
were based on solid measurements with a representative sample this could mean that the 
construct of Domain II did not mediate the relationships from NCE and/or temperament 
to the outcomes of NA/depression.  However, this could also mean the sample used to 
test this model did not offer a wide enough variation to capture the influence of Domain 
II.  In addition this could mean that the similarity in measurement between temperament 
and the outcomes in this model was enough to negate the influence of any variation 
accounted for in the outcomes by the construct of Domain II.  This will be discussed in 
further detail below.  
Collapsed Domains III-V. The data tell another story when looking at Domains 
III (impaired limits), IV (other directedness), and V (over vigilance). The first 
observation is that these domains did not yield identified measurement models and 
therefore, the overall theoretical models representing these three domains could not be 
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tested. To explore this further, however, the decision was made to collapse the EMS 
inherent to these domains and test this collapsed model. Whether this was theoretically 
defensible will be discussed in detail below. Results suggested that, while the collapsed 
model did yield an identified construct, it did not yield a suitable fit with the data. A 
pattern that was similar, but even more pronounced in the collapsed domain was that 
temperament was strongly related to NA, with no significant relationships observed 
between the Collapsed Domain and NA.  Again, similar to the discussion of Domain II, 
this could mean the collapsed domain is irrelevant, or that the results are more related to 
sampling and measurement issues.    
The decision to collapse  Domains III, IV, and V was arguably defensible as 
theoretically, the EMS comprising Domains I and II are considered to arise out of 
qualitatively different and/or more severe types of experiences than the latter three 
domains. Looking closer at Domain I, notice that “typical families of origin are unstable 
(abandonment/instability), abusive (mistrust/abuse), cold (emotional deprivation), 
rejecting (defectiveness/shame), or isolated from the outside world (social isolation/ 
alienation)” (Young et al., 2003, p. 13). Further, notice in Domain II that, “often their 
parents undermined their self-confidence and failed to reinforce them for performing 
competently outside the home” (Young et al., 2003, p. 18). Domains I and II carry with 
them EMS that inherently reflect more severe NCE; they involve direct forms of abuse, 
neglect and negative or aversive home environments. Therefore, the relationships 
observed in the models assessing Domains I and II make theoretical and a priori sense. 
As posited in Young’s theory, NCE, in conjunction with temperament, contribute to the 
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development of EMS, which in turn impact thinking, feeling, and relating in adulthood 
(Young et al., 2003). Indeed as Young and colleagues noted, “the more severe the 
schema, the more intense the negative affect” (p. 9). Domains I and II contain arguably 
the most severe EMS according to the standards established in this study for negative 
childhood experience.  
Conversely, although Domain III is considered by Young and colleagues (2003) 
to be in the “unconditional EMS” category, it is articulated as arising out of quite 
different experiences than the first two domains, and in fact arises out of a lack of what 
would be considered as negative experience. Individuals who epitomize Domain III are 
not given enough limits, discipline, or boundaries; they are entitled, narcissistic, and may 
be impulsive (Young et al., 2003). In addition, people who develop EMS in Domain IV 
give up control, sacrifice themselves, and are often driven by seeking approval from 
others. Individuals in Domain V suppress impulses, have rigid rules, and are emotionally 
restricted (Young et al., 2003).  
Looking at Domains III, IV, and V as a whole then, they seem to encapsulate the 
common factors of impulse control, emotional expression, and boundary or limit setting, 
whereas Domains I and II seem to derive from more direct, negative experience. Beyond 
this argument, it should be noted that, while from a theoretical and research approach, 
Young and colleagues’ (2003) theory is articulated in very specific terms, in practice 
EMS are understood as occurring more on a fluid experiential continuum in which 
experience, temperament, and  intrapsychic interactions are constantly taking place. This 
said, it is observed that, beyond the labels and delineations regarding EMS offered by 
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Young and Colleagues, it can simply be observed that the content of information 
extracted by questions implicit to Domains III, IV, and V is quite qualitatively different 
from Domains I and II. Removing labels, if looked at on a continuum in accordance with 
Young and colleagues’ hypotheses, as EMS move from Domain I through Domain V, 
they are posited to arise out of arguably less severe, less seminal, and less primary 
experiences, with respect to early attachment figures. This is not out of accordance with 
what Young and colleagues suggest; however, it implies that as the theory progresses 
from Domain I through Domain V it becomes arguably a-theoretical in that EMS are not 
necessarily arising out of “negative childhood experience in conjunction with inborn 
temperament,” but more out of intrapsychic influences.  
 
Direct and Indirect Effects of Temperament 
The salient influence of temperament in the model warrants a separate discussion 
on this topic.  Research spanning decades has consistently found strong relationships 
between temperament and NA across the life span (Gruenewald et al., 2008). 
Temperament is generally considered a strong predictor for not only the experience of 
NA and depression in adulthood, but also the intensity and frequency of both (Isaacowitz 
& Smith, 2003). It is no surprise then that the direct pathway from temperament to NA 
and depression was consistently notably strong. According to the results of this study, 
temperament will always account for a significant amount of variance in NA and 
depression, regardless of EMS. The take home message may be that, regardless of EMS 
and/or experience, temperament has a very powerful influence on how we experience our 
emotions and, therefore, on our patterns of NA and depression in adulthood.  However, 
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some important considerations must be explored before making these claims in this 
study. 
The fact that neither Domain II nor the Collapsed Domains III-V revealed indirect 
relationships between temperament and NA/depression in adulthood could simply mean 
that these constructs are not relevant in mediating the relationships between temperament 
and NA/depression in adulthood. However, issues of measurement would have to be 
fleshed out to more confidently make this claim.  
With this in mind the results of this study must be considered in the context of the 
considerable overlap in the measurement of temperament (represented by the construct of 
Neuroticism on the NEO-PIR), and the adult outcomes of NA/depression. Therein, 
correlated fluctuations in the measurement of temperament and NA/depression may be 
more a reflection of measurement overlap than actual theoretically sound occurrences.  In 
order to more confidently explore and interpret the patterns inherent to temperament in 
this study it would be recommended that future research use outcome measures that are 
more distinct from the construct of temperament and/or that minimize the risk of 
measurement overlap.  
 
Direct and Indirect Pathways of Negative  
Childhood Experience 
 
With the only significant direct pathway for NCE emerging in the Domain II 
model, the direct pathways from NCE to NA were almost nonexistent. In addition, the 
only indirect relationship noted for NCE was through Domain I.  The fact that NCE had 
such a proportionally minimal contribution relative to temperament is somewhat 
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puzzling. From a clinical and research perspective it seems evident that childhood 
experiences clearly have strong influences on adult functioning, particularly in the 
demographic under study.  Similar to the discussion above regarding temperament, some 
important issues need to be considered before making the assertion that NCE are not 
relevant within Young’s Schema Therapy model.   
The first to consider, although alternative ways of capturing NCE and/or adult 
outcomes could be explored, is one of sampling.  The sample from which data was pulled 
was a highly homogenous, high-functioning sample of college students.  It seems 
unlikely that such a sample would result in adequate variation in data points observed 
within the NCE measure.  Similarly, the outcome measures of NA/depression lacked 
wide variation.  The clear prescription for capturing data that could lend itself to more 
confident observations regarding the Young Schema Therapy model would be to use a 
clinical sample, or better yet a combination of a clinical and non-clinical (community-
based), college student, sample from multiple demographics.  The issue being that one 
cannot assert flaws in the model or a lack of importance of the construct of NCE if the 
data in question does not capture a representative variation in a given population.     
An additional issue regards measurement; the way in which Young and 
colleagues (2003) articulate NCE needs to be considered and more adequately measured. 
It is evident that NCE in the language of Young’s Schema Theory is both outcome 
dependent (the outcome determines whether it is considered aversive or perhaps better 
put, negatively impacting as defined by psychosocial factors) and not always what would 
be considered negative from a lay perspective. In support of this, a close look at Domain 
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III: Impaired Limits reveals it to be quite the opposite of negative or toxic according to 
the definition established in this study. People high in this Domain are overprotected, 
coddled, and not given the kinds of experiences children need to learn to develop 
adequate limits and/or boundaries. A closer look at how Young and colleagues (2003) 
defined NCEs helps clarify this point.  
Schemas result from unmet core emotional needs in childhood. We have 
postulated five core emotional needs for human beings. 1. Secure attachments to 
others (includes safety, stability, nurturance, and acceptance); 2. Autonomy, 
competence, and sense of identity; 3. Freedom to express valid needs and 
emotions; 4. Spontaneity and play; 5. Realistic limits and self-control. (p. 10) 
 
Young and colleagues (2003) continued, “Toxic childhood experiences are the primary 
origin of Early Maladaptive Schemas” (p. 10). This is interpreted to mean that toxic 
childhood experiences are the primary origin of EMS because they interrupt the 
fulfillment of these needs.  
However, given temperament played such a powerful role in this study further 
research is clearly needed to explore this area. The point here is that in order to be able to 
say that toxic childhood experiences are the “primary origin” of EMS, one must 
thoroughly define toxic childhood experiences, map out the relationships between toxic 
childhood experiences and EMS, and explore their impact on outcomes. Without this, 
based on this study it is plausible that, regardless of toxic childhood experiences, 
temperament could actually play the critical role in determining EMS development; 
temperament is a relative afterthought as articulated by Young and colleagues (2003).  
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Summary of Observations and Interpretations 
 
 The two most salient observations that can be gleaned from the discussion above 
are that, due to measurement and sampling issues, it is difficult to make confident 
assertions about the results of this study.  Therein, it must be considered that EMS were 
not found to mediate the relationships between NCE and/or Temperament and adult 
outcomes simply because the data captured did not provide enough variance to flesh this 
out.  Even with the overlap noted in measurement of NA/depression and temperament, it 
is likely a more representative sample like one suggested above would provide enough 
variance to be able to make more confident assertions about the outcomes noted in this 
study.  Further, it is clear from schema theory that EMS are not always triggered or 
present.  Therefore, the probability they will be activated at the time of measurement in a 
nonclinical sample is significantly lower than if a clinical sample were used.  Taking this 
into consideration, the best way to test the Schema Therapy Model would be to include 
sample data from an actively pathological sample.     
 
Limitations and Implications for Future Research 
 
Issues of limitation can be summarized in these two areas: (a) sampling and b) 
measurement.  Although considered above these issues will be explored more thoroughly 
in this section.   
 
Sampling 
One reason, which has been explored above, why this study may not have 
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captured the Young Schema Therapy model relates to the issue of sampling.  Simply put, 
the sample used in this study may not have provided adequate variability or intensity to 
capture EMS and concomitant elevations in NCE and outcomes.  Given that, theoretically 
speaking, EMS could lie dormant within a given individual and not be triggered at time 
of measurement, a clinical sample would both increase the probability that triggered EMS 
would register on self-report measures, and provide increased variability in scores on 
measures.   
Another possible sampling issue of this study regards gender differences. The 
decision was made to forgo looking at gender differences in this study based on an 
observed lack of notable differences in the patterns of preliminary bivariate correlations. 
However, based on information from gender socialization theory (Stockard, 2006) for 
instance, it is quite reasonable to assume that males and females may develop EMS, react 
to their experiences/emotions, and/or be taught how to cope with experiences/emotions, 
quite differently, and therefore understanding this area in more detail is warranted.  In 
addition, given a clinically-based sample may offer more variable data, gender 
differences may also become more pronounced.  
 
Measurement 
Salient measurement issues in this study can be summarized in content and time 
of measurement.  Regarding content, there was overlap in the measurement of 
temperament and NA/depression, only one type of negative or “toxic” childhood 
experience was captured, and limited outcome data/categories were utilized. 
To address the content of measurement another approach would be to add 
86 
 
measures to the psychosocial outcome component of the model that look at outcomes 
other than NA/depression, such as relationship quality, divorce rates, frequency of mental 
health visits, and so forth. This would allow for multiple indicators of outcome and 
reduce the reliance on just one perspective.  In a similar vein including multiple measures 
of toxic childhood experiences would help to capture the four types of toxic experiences 
articulated by Young and colleagues (2003).   
To address the time of measurement issue, an approach more consistent with 
Young’s theory would be to look at patterns over time and across different situations. 
Given temperament is theoretically stable, and affect is not, this would help distinguish 
the two constructs (Molfese & Molfese, 2000).  In addition, this would increase the 
probability of capturing EMS and may even show fluctuations in EMS expression over 
time.  
 
Summary and Suggestions for Future Research 
 
The results of this study offered support for Young’s Schema Therapy model, 
with important limitations to consider. Based on this research, it is evident Young and 
colleagues’ (2003) theory is supported for Domain I.  It is also evident that, in the context 
of this study, due to reasons discussed above, it cannot be adequately discerned whether 
Young’s theory holds true for Domains II, III, IV, and V. These results are salient enough 
in and of themselves to warrant further research in this area.   
In many ways this study should be considered a first step in a line of research 
testing Young’s Schema Therapy model. Therein, it is apparent by the results and 
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observations of this study that more research is needed in this area to observe the 
relationships proposed by Young and colleagues (2003), particularly in Domains II 
through V. Better understanding the relationships between unconditional and conditional 
EMS, as well as between a variety of childhood experience, EMS, and psychosocial or 
personological outcomes will be important to make definitive observations about the 
claims of the Schema Therapy model.   
Future research would perhaps do better to consider amending the model tested in 
this study to further test Young’s theory. Therein, a theoretical model (Figure 16) is 
proposed that incorporates this information. Notice the changes in this design relative to 
the one used in this study. Rather than using only one component capturing NCE, all four 
types of toxic experiences are included. In addition, rather than only looking at the adult  
Figure 16. Theoretical pathways exploring direct and indirect links from four types of 
toxic experiences and neuroticism to EMS and psychosocial outcomes in adulthood.  
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experience of NA, other measures of psychosocial outcome are proposed. Another 
suggested addition to this research would be to adapt the proposed model to a 
longitudinal design. Finally, it is obvious and of the utmost importance that a future 
design would include a clinical sample.   
This new model and approach not only better represents Young’s theory, but also 
would help capture the chronic characterological and psychosocial symptom 
presentations posited by Young and colleagues (2003). Regardless of the next step, based 
on the findings in this present study Young’s Schema Therapy model requires more 
research to better understand the purported relationships. It seems likely that future 
research could result in modifications to the model, such that it is adapted to more closely 
approximate and more specifically delineate, the relationships between experience, 
inborn temperament, cognitive and emotional structures, and outcomes in adulthood. 
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Informed Consent 
 
 
Young's Schema Theory: Exploring Direct and Indirect Links from Negative Childhood 
Experiences and Temperament to Negative Affectivity in Adulthood 
 
Introduction/Purpose: Dr. Renee Galliher in the Department of Psychology and 
graduate student Mark Jesinoski are in charge of this research study. The purpose of this 
study is to better understand the relationships between childhood experiences, 
personality, negative feelings in adulthood, and mental constructs known as schemas. 
About 300 people will complete this questionnaire. 
 
Procedures: Participation will require you to complete a series of online forms which are 
estimated to take between 40 and 60 minutes. You will be asked questions regarding a) 
your childhood experiences, b) your personality, c) your experience of negative feelings 
and symptoms such as depression and anxiety, and d) schemas. Your responses will be 
collected into a database and scored by Mark Jesinoski. 
 
Risks: There is some risk of feeling uncomfortable in this study. Some individuals may 
not want to share personal information with the researchers and/or may experience some 
psychological distress. Please keep in mind that all responses will be anonymous and will 
in no way be associated with identifying information. You can choose not to answer 
survey questions that relate to personal or difficult issues, although it will help us most if 
you honestly answer all questions. If you do experience distress, please contact the 
Student Counseling Center at 797-1012 and they can provide you with immediate 
consultation.  
 
Benefits: By participating in this study, you will be contributing to a growing body of 
research intended to better understand the long-term effects of childhood experiences. We 
hope that you will also find this study enjoyable and useful as you reflect upon your 
experiences and self-perception.  
 
Explanation and Offer to Answer Questions:   If you have any questions, please 
contact Mark Jesinoski at msjesin@cc.usu.edu. You may also ask Dr. Renee Galliher at 
(435) 797-3391 or Renee.Galliher@usu.edu.  
 
Payment: When you finish this research, you will have the option to submit your name 
and your instructor’s name to receive a lab credit for your psychology undergraduate 
class. Upon completing the final question of this survey, you will be taken to a new 
webpage where you can enter this information. Clicking the “Submit” button at the 
bottom of the page will enter your information so you can receive lab credit. Your name 
and your instructor’s name will be stored in a separate database and, when your answers 
are downloaded they will not be linked to your name in any way. 
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Voluntary Nature of Participation and Right to Withdraw without Consequences: 
Participation in this study is entirely voluntary. You may refuse to participate or 
withdraw at any time during the study without penalty. 
 
Confidentiality: All information will be stored in a secure database accessible only by 
Mark Jesinoski and Dr. Galliher. Because your IP address will be invisible, it will be 
impossible to identify your computer. If you choose to submit your name and your 
instructor’s name for compensation for participation, this information will not be 
associated with any of your responses, and will be stored in a separate database. The list 
of participant names and instructor names will be destroyed as soon as the lab credit has 
been dispersed. Your instructor will not know that data have come from you nor will your 
instructor know whether or not you completed this study even if you have elected to get 
lab credit. 
 
IRB Approval Statement: The Institutional Review Board for the protection of human 
subjects at Utah State University has approved this research project. If you have any 
questions or concerns about your rights you may contact the IRB administrator at 
(435)797-1821. 
 
Copy of Consent: Please print a copy of this consent for your personal files.  
 
Investigator Statement: “I certify that the research study has been presented to the 
participant by me or my research assistant. The individual has been given the opportunity 
to ask questions about the nature and purpose, the possible risks and benefits associated 
with participation in the study.” 
 
Mark Jesinoski 
Student Researcher 
msjesin@cc.usu.edu 
 
 
Renee V. Galliher, PhD 
Principal Investigator 
Department of Psychology 
Utah State University 
Renee.Galliher@usu.edu 
 
Participant Consent: If you have read and understand the above statements, please click 
on the “CONTINUE” button below. This indicates your consent to participate in this 
study.  
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PANAS 
 
Directions 
 
This scale consists of a number of words that describe different feelings and emotions. 
Read each item and then circle the appropriate answer next to that word. Indicate to what 
extent you have felt this way during the past week. 
 
Use the following scale to record your answers. 
 
(1) = Very slightly or 
not at all 
(2) = A little (3) = Moderately (4) = Quite a bit (5) = Extremely 
 
 Very slightly 
or not at all A little Moderately Quite a bit Extremely 
1. Interested 1 2 3 4 5 
2. Distressed 1 2 3 4 5 
3. Excited 1 2 3 4 5 
4. Upset 1 2 3 4 5 
5. Strong 1 2 3 4 5 
6. Guilty 1 2 3 4 5 
7. Scared 1 2 3 4 5 
8. Hostile 1 2 3 4 5 
9. Enthusiastic 1 2 3 4 5 
10. Proud 1 2 3 4 5 
11. Irritable 1 2 3 4 5 
12. Alert 1 2 3 4 5 
13. Ashamed 1 2 3 4 5 
14. Inspired 1 2 3 4 5 
15. Nervous 1 2 3 4 5 
16. Determined 1 2 3 4 5 
17. Attentive 1 2 3 4 5 
18. Jittery 1 2 3 4 5 
19. Active 1 2 3 4 5 
20. Afraid 1 2 3 4 5 
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VITA 
 
 
MARK S. JESINOSKI 
 
 
1705 Logan Ave. (Side) 
San Diego, CA  92113 
 (435) 770 - 8670 
mjesinoski@mail.sdsu.edu 
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Ph.D. in Clinical Psychology (APA accredited) (Magna Cum Laude) December, 
2010 
Utah State University, Logan, UT.       
 
Master of Science in School Psychology (NASP accredited)  May 2005 
Utah State University, Logan, UT.       
 
Bachelor of Arts in Psychology (Magna Cum Laude)    May 2002 
Southwestern University, Georgetown, TX       
        
PROFESSIONAL EXPERIENCE 
 
Postdoctoral Fellow      Aug 2010 – Present 
San Diego State University Counseling Center, San Diego, CA      
Supervisors: Jan Blettner, PsyD.  
 
• Provide counseling services through the ASPIRE program to students mandated 
for drug and alcohol offences. 
 
Postdoctoral Fellow      Aug 2009 – Present 
University of San Diego Counseling Center, San Diego, CA      
Supervisors: Steve Sprinkle, PhD.  
 
• Provided brief individual therapy to a caseload of undergraduate and graduate 
students and conduct walk-in/crisis intervention 
• Implemented outreach programs including RA trainings, workshops, and tabling 
activities   
• Served as case manager for students needing long-term psychotherapy and 
medication management 
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• Collaborated with departments across campus to facilitate comprehensive care 
and support for students of concern 
• Supervisor of three undergraduate counseling groups.  These comprise 
undergraduate students who receive training and experience as counselors.   
• Presented seminar on ACT Therapy to predoctoral interns.  
 
Predoctoral Intern (APA accredited program)  Aug 2008 – July 2009 
University of San Diego Counseling Center, San Diego, CA  
Supervisors: Steve Sprinkle, PhD., Adriana Molina, PhD.  
 
• Provided brief and long-term individual therapy to a culturally diverse 
undergraduate and graduate student population and conducted walk-in/crisis 
intervention, approximately 20 hour per week 
• Provided cognitive and psychological assessments and wrote up reports 
• Created and facilitated multiple outreaches for students and staff members 
• Co-led an interpersonal relationship group with undergraduate and graduate 
students  
• Provided supervision to a doctoral level practicum student and three academic 
peer counselors 
• Participated weekly in supervision of supervision, case-conference, in-service 
seminars 
• Collaborated with medical staff at the university health care center to provide 
multidisciplinary treatment for clients 
• Participated biweekly in a separate diversity supervision series and attended 
biweekly supervision in outreach, and psychological and cognitive assessment 
• Collaborated with Disabilities Services staff to secure appropriate 
accommodations for students with disabilities  
• Participated in a semester-long career counseling rotation which included 
providing career counseling and assessment and resume and interview preparation 
assistance to undergraduate and graduate students 
• Participated on the Eating Disorder Task Force, which is intended to ensure 
proper care and support for students on campus with Eating Disordered symptoms 
and/or behavior.  
 
GRADUATE PRACTICA/ASSISTANTSHIPS 
 
Graduate Assistant May 2007 – June 2008 
Avalon Hills Residential Eating Disorder Facility, Paradise, UT.  
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and group therapy settings.  
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Utah State University Counseling Center, Logan, UT.      
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• Provided initial and ongoing assessment, individual and group therapy to a 
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• Provided cognitive and psychological assessments and wrote up reports 
• Co-led a weekly “Men’s Issues” process group.   
• Participated in weekly group and bi-weekly individual supervision.   
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Supervisors: Mary Doty, PhD.  
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Utah State University Counseling Center, Logan, UT.   
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• Provided initial and ongoing assessment, individual and group therapy to a 
culturally diverse student population.   
• Provided cognitive and psychological assessments and wrote up reports 
• Co-led a weekly “Men’s Issues” process group.   
• Participated in weekly group and bi-weekly individual supervision.   
• Facilitated and participated in outreach activities across campus.   
 
School Psychology Intern    August 2004 – May 2005 
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Supervisor: Cher King, PhD.  
 
• Worked in a multidisciplinary setting with elementary, middle school, and high 
school students to provide assessment, report writing, interpretation, and 
counseling services.   
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